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Introduction 
 
Trainee pharmacists are required to undertake a work-based pre-registration 
training placement (PRTP) in order to qualify.  Literature exploring how this 
placement influences the development of students’ professionalism is sparse, 
however it is acknowledged that placements offer learning that can not be 
replicated in an academic environment. 
 
Following recent recommendations for the PRTP to be split into two six-month 
placements, the “sandwich” Master of Pharmacy (MPharm) programme at the 
University of Bradford offers a unique opportunity to study the impact of an early 
PRTP. 
 
This project aimed to understand the experiences of “sandwich” students during 
their early PRTP and generate a theory explaining how professionalism 
develops during this time. 
 
Methods 
 
A constructivist grounded theory approach was taken.  Fourteen students who 
had recently completed their early PRTP were interviewed using  
  
 ii 
semi-structured, face-to-face interviews. A constant comparative approach to 
analysis was taken. 
 
Findings 
 
The process developing a professional identity emerged as the core category. 
This consisted of four interlinking stages; reflection, selection of attributes, 
professional socialisation and perception of role. 
 
Developing a professional identity occurred under the conditions of realising the 
reality of the profession, developing practical knowledge and skills and learning 
from mentors.   
 
The consequence of developing a professional identity was that participants felt 
they were now a trainee professional. 
 
Discussion and conclusion 
 
The theory demonstrates that developing a professional identity was the main 
process that occurred whilst MPharm students were on their early PRTP.  
  
Regulatory, funding and educational organisations should consider this when 
reviewing pharmacists’ training and students’ approach on return to university.  
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1. Setting the scene 
 
1.1. Structure of the thesis 
 
There are several aims to this introductory Chapter 1.  Firstly, I will set out the 
structure of the thesis with a brief description of the main aspects of each 
chapter.  Secondly, I will describe the structure of current pharmacy education 
in the United Kingdom (UK) and within the School of Pharmacy at the University 
of Bradford (UoB).  Thirdly, I will briefly describe the structure of the pharmacy 
workplace, including the different types of staff routinely encountered.  Finally, I 
will outline my role and responsibilities within the School of Pharmacy at UoB 
and consider the implications on this piece of research. 
 
Chapter 2 explains my approach to the literature review whilst Chapter 3 is a 
literature review focusing on professionalism.  I consider attempts to define 
professionalism across the healthcare professions, and review the literature 
relating to the development and assessment of professionalism.  
 
Chapter 4 is the second part of the literature review, focusing on professional 
socialisation, placements and the learning students gain from exposure to 
practice. I also discuss the properties of a good placement and the importance 
of role models to students on placement.  
 
Chapter 5 outlines and justifies the methodology used in this study and 
includes a summary of the history of grounded theory and justification of my use 
of Charmazian constructivist grounded theory (Charmaz, 2006).  The methods 
used and techniques employed for concurrent data collection and analysis are 
detailed in Chapter 6. 
 
Chapters 7, 8 and 9 describe the results and present the grounded theory 
developed alongside the evidence for the selection of the core category, major 
categories and subcategories. 
 
In Chapter 10, the final chapter, I aim to locate my theory amongst the 
published literature on the topic and to compare my theory with the work of  
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others in the field.  I also consider the strengths and limitations of this study and 
consider how the theory may be used to improve placement experiences. 
 
1.2. Style notes 
 
As suggested by Creswell (2007), as this was a qualitative study I have written 
this thesis in the first person. 
 
The terms practice placement, clinical placement and placement are used 
interchangeably in the literature, and during interviews for this study participants 
used the term placement to refer to their pre-registration training placement 
(PRTP). I have therefore used the term ‘placement’ to refer to all of the above, 
however for pharmacy placements I have clarified the type of placement where 
it is relevant. 
 
In a similar way, whilst I acknowledge that for some professions terms such as 
practice educator, preceptor, tutor and placement tutor have a specific 
meaning, and associated training, they all fit the following broad definition:  
 
“Mentor: an influential senior sponsor or supporter” 
(dictionary.com, 2016a)  
 
Therefore, I have used the term ‘mentor’ to cover the above terms throughout 
the thesis in order to simplify terms used. 
1.3. Pharmacy education in the United Kingdom 
 
The current structure of the education of pharmacists in the United Kingdom 
(UK) consists of a four-year undergraduate Master of Pharmacy (MPharm) 
degree, which must be accredited by the General Pharmaceutical Council 
(GPhC).  After gaining this degree students must then complete a one-year 
PRTP, demonstrate competency in 76 performance standards, pass a   
 3 
pre-registration exam (at 70% pass mark) and meet fitness to practice 
requirements before being entered on the register (GPhC, 2016a). 
 
When this study began in 2012, there were twenty-eight universities with full or 
partial accreditation for the MPharm degree in the UK (GPhC, 2013); twenty-
seven of these offering the standard route and one, the University of Bradford 
(UoB) offering a sandwich (intercalated) route.   
 
By 2016, there were thirty universities with full or partial accreditation with one, 
the University of Bradford offering the sandwich (intercalated) route and a 
further two offering practice-integrated routes (GPhC, 2016b), which are 
designed primarily for international students (University of Nottingham, 2016; 
University of East Anglia, 2016).  Practice-integrated routes incorporate the year 
of pre-registration training into a single programme of education and training, 
which contrasts with the intercalated route in which the pre-registration year 
remains independent of the university programme (GPhC, 2016b). 
 
The GPhC “Standards for the initial education and training of pharmacists” 
(GPhC, 2011a, p19) state that: 
 
“The MPharm degree curriculum must include practical 
experience of working with patients, carers and other healthcare 
professionals. Practical experience should increase year on year.  
We are not suggesting that off-site placement visits are the only 
way to achieve this.” 
 
As implied by the final sentence of the GPhC standard, the usual way of 
achieving this practical experience is by off-site visits to practice settings, and 
therefore exposure to practitioners and patients in the clinical environment.  
These are routinely provided by universities, but there is variation in the number 
of days spent in each setting in each year across each university (Langley et 
al., 2010). 
 
Clinical placements within pharmacy in the UK are less extensive than in other 
healthcare professions, for example at UoB physiotherapists undertake 90 
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credits of placements over the three year course, occupational therapists 110 
credits, midwives must complete 4600 hours on placement and fifty percent of 
the nursing degree is completed on placement. Within pharmacy, students 
attend work-based learning (WBL) placements for three days every year 
(University of Bradford, 2016), which attracts no credits (although is a pass/fail 
component). This is partly due to the MPharm degree being classed by the 
Higher Education Funding Council for England (HEFCE) as a science degree, 
which does not attract clinical funding for such placement (HEFCE, 2016).  
Partly as a consequence of the low number and volume of placements, the 
effect of such placements on pharmacy students has not been extensively 
studied. 
 
1.3.1. Pharmacy at the University of Bradford 
 
The University of Bradford has been accredited for both a traditional route and a 
sandwich (intercalated) route in various formats, for the last forty years 
(University of Bradford, 2016). The sandwich route involves two six-month pre-
registration placements embedded into the degree course, the position of which 
has recently been changed.  Until 2015 pre-registration training placements 
occurred in the second half of the third year and the first half of the fifth year, 
however following a period of transition, this has now changed to the first half of 
the fourth year and last half of the fifth year. This brings the programme into 
alignment with recommendations for an integrated degree programme from the 
Modernising Pharmacy Careers (MPC) report (Smith and Darracott, 2011). 
 
The recommendations of the MPC report were based primarily on experience 
with other healthcare professions (medicine and dentistry) in the UK and 
pharmacy in the United States of America (USA).  There has been no published 
research considering whether this approach has any beneficial effects on 
pharmacy students’ learning or development as professionals in the UK. 
1.3.2. Pre-registration placements 
 
All pharmacy graduates wishing to register as pharmacists must undertake an 
accredited pre-registration training period of 52 weeks.  Most students do this   
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training in one patient-facing sector, either community or hospital pharmacy, 
although there is the option to undertake joint training (at least 26 weeks in a 
patient-facing sector, and up to 26 weeks in a non-patient-facing sector e.g. 
industry).  Students may also undertake split training where the placement is 
split between community and hospital pharmacy (GPhC, 2012a and GPhC 
2016a). 
 
The UoB programme encourages students to undertake split training, although 
some students do complete both halves of their training in the same sector 
(usually community), although not in the same pharmacy.  It was students who 
had completed the first half of their PRTP that were the subject of this study. 
1.4. The pharmacy workplace 
 
All students must therefore undertake at least 26 weeks training in a patient-
facing environment, which is usually in a hospital or community pharmacy.  In 
order for the comments made by participants in this study to be placed in a 
meaningful context it is important to be aware of the environment pharmacists 
work in and the variety of staff they encounter. 
 
1.4.1. Community pharmacy 
 
Community pharmacies may be large chains (e.g. Boots, Lloyds etc.), small 
chains or independently owned single businesses. The pharmacist is usually 
responsible for the day to day running of the pharmacy and in smaller 
businesses they are often the owner; however in large pharmacies or 
supermarkets, the pharmacy manager may not be a pharmacist but be qualified 
in ‘management’ and therefore manage several different departments 
simultaneously. 
 
Depending on the size of the pharmacy there may be more than one 
pharmacist working at any one time, for example to allow one pharmacist to 
undertake Medicines Use Reviews (MURs), New Medicines Service (NMS) or 
home visits, whilst the other is responsible for over the counter sales and 
waiting prescriptions.  
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Other staff members usually include pharmacy technicians who have completed 
an appropriate Level 3 qualification, dispensing assistants who have completed 
an appropriate Level 2 qualification, or trained medicines counter assistants 
(See Appendix 1 for explanation of qualification levels) (GPhC, 2011b).   There 
may also be delivery drivers and other shop assistants working in different 
places within the store.   
 
Finally, community pharmacists liaise with a multitude of other healthcare 
professionals on a daily basis.  These may include medical general practitioners 
(GPs), general dental practitioner (GDPs) district nurses, specialist nurses, 
midwives, care home staff and even veterinary surgeons. Thus community 
pharmacists work with a wide range of staff, with a wide range of qualifications. 
1.4.2. Hospital pharmacy 
 
Hospital pharmacy teams are usually much larger than those in community 
pharmacy..  Pharmacists range from pre-registration pharmacists, junior 
pharmacists and specialist pharmacists, to chief pharmacists. This represents 
payscales from Agenda for Change Band 5 up to Band 9 (NHS Employers, 
2016).   
 
Hospital pharmacies also employ qualified pharmacy technicians, dispensing 
assistants and medicines counter assistants, as well as other general staff who 
may or may not have specific qualifications (Royal Pharmaceutical Society 
(RPS), 2017) . 
 
Other healthcare professionals that hospital pharmacists will need to deal with 
include consultants, junior doctors, specialist nurses, general nurses, healthcare 
assistants, physiotherapists, occupational therapists, speech and language 
therapists and dietitians, amongst others.  So, in common with community 
pharmacists, hospital pharmacists also work with a range of staff with different 
levels of qualifications. 
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1.5. My role  
 
This study used a Charmazian constructivist approach, which acknowledges 
that both the data and analysis were created from my shared experience and 
relationships with the participants.  As the researcher in this study, my role and 
preconceptions needed to be addressed and considered before and throughout 
the study (Charmaz, 2006).  
1.5.1. A pharmacist 
 
I have been a qualified pharmacist since 2002, and my background is in 
hospital practice. I spent three years as a pre-registration tutor for students 
undertaking their PRTP.  These were always year-long placements, following a 
traditional four year undergraduate programme, and not the early PRTP being 
considered in this study.  I therefore had an understanding of the experience of 
undertaking a pharmacy degree and PRTP from my own perspective, as well as 
from a tutor’s perspective, but no personal experience of the six-month PRTP. 
 
1.5.2. An academic 
 
At the beginning of this project, in 2012, I was an academic working in the 
School of Pharmacy at the University of Bradford, therefore I had an interest in 
the value and impact of the early PRTP.  
 
I was a personal academic tutor for students on every year of the MPharm 
course, and so debriefed these students on their return to studies following 
PRTP.  The four years of the degree are known as ‘stages’ and I was the ‘stage 
tutor’ for the final year(s) of the course (stage four); however I had little contact 
with the students in the first, second and third years, and suspect that at the 
time they were interviewed many did not know who I was. In addition, the aim of 
the study did not involve demonstrating how ‘good’ or ‘bad’ the university was, 
meaning that students should not have felt that there was an expected or right 
answer to the questions posed.  I stressed this, my role as a researcher/student 
and the need for honesty at the beginning of each interview. This helped to   
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minimise, but not completely eliminate, the possibility of the students perceiving 
that I had a position of power and adjusting their comments accordingly.  
 
At the point of submission of this thesis, I was still working at UoB, and had the 
role of ‘stage tutor’ for the first year (rather than the fourth year) meaning that I 
had overall responsibility for ensuring that students’ first year on the MPharm 
programme ran smoothly. This change occurred approximately half way through 
data collection and due to the timing of this change in role, reduced further the 
likelihood that participants were concerned about any issues with power, as my 
focus was now on the earlier years of the programme.  It was important, 
however that this possibility was continually borne in mind when collecting and 
analysing the data.  This will be discussed in more detail in Chapter 6.  It is 
important to note that at the beginning of this study I had no overall feel for the 
specific learning students felt they get from their PRTP and whether this has an 
impact on their professionalism or professional socialisation.  Therefore I had 
minimal preconceptions about the likely outcome of this study. 
 
At the beginning of the study, and at the time of submission of this thesis the 
UoB was the only institution accredited to offer the MPharm sandwich 
(intercalated) course to UK students (although as mentioned above, two other 
institutions now offer an integrated MPharm) (GPhC, 2016b). Therefore this was 
the setting chosen for the study.  The gap in the literature and corresponding 
justification for undertaking this study are outlined in Chapters 3 and 4. 
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2. Background to the literature review 
2.1. The purpose of a literature review 
 
A literature review was undertaken in order to establish the current knowledge 
relating to the problem, and in order to satisfy the requirements of both the 
Doctor of Pharmacy (DPharm) and the Ethics committee.  In most research 
guidance a literature review is considered vital in order to establish and 
demonstrate a working knowledge and engagement with theorists and experts 
in the field (Wisker, 2008).  This is important to establish that a piece of 
research is important, and will contribute by increasing knowledge in the subject 
area. 
 
There are several purposes of a literature review.  Firstly it provides a historical 
background and current context of the subject (Ridley, 2012), enabling the 
researcher to develop a comprehensive view of opinions and knowledge of the 
area as well as the route by which these have been arrived at.  It also 
introduces terminology, definitions and the relevant underpinning theories and 
concepts to effectively orientate the reader, and allows the writer to introduce 
their own views on the subject.  Finally, the literature review enables 
identification of a gap in the published research, and to establish the 
significance of that gap, as a means of justification of undertaking the proposed 
study (Ridley, 2012). 
2.2. The literature review in grounded theory   
 
It is important to note at this stage that the value of a literature review before 
undertaking a piece of grounded theory research has been widely debated 
amongst specialists in the area, with the traditionalists arguing that a researcher 
should aim to be tabula rasa when starting a study, enabling the emergence of 
a theory based on the data, rather than imposing pre-existing categories and 
ideas onto the data as received theory (Glaser and Strauss, 1967a). Holton 
states that in order to follow grounded theory methodology the researcher must 
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enter the field with, “no preconceived problem statement, interview protocols, or 
extensive review of the literature” (Holton, 2007, p269). 
 
Whilst the rationale for this as an underlying principle is well understood, there 
are several counter-arguments. It has been argued that without knowledge of 
the subject area it is not possible to participate in the current debates and 
issues; it may be that ideas that are new to the researcher are actually well 
established within the relevant community (Lempert, 2007) or that the emerging 
story contrasts with commonly held views.   
 
It is also almost impossible for anyone with an interest in a topic to be 
completely unaware of any literature or ideas in the area, as Strauss and Corbin 
acknowledged in their book “Basics of Qualitative Research” (Strauss and 
Corbin, 1990).  Charmaz (2006) suggested that whilst it may be necessary to 
undertake an early literature review, as in this case, it should then be allowed to 
“lie fallow” (Charmaz, 2006, p166) until categories and their relationships have 
been fully developed.  
 
It was indeed necessary for me to undertake an early literature review in order 
to complete my research proposal and to gain ethical approval for the project.  I 
have endeavored to follow the Charmazian approach and therefore the 
literature review undertaken was relatively brief. I did not refer to the literature 
again until after I had developed my grounded theory (Charmaz, 2006).  There 
were therefore, several important themes that emerged from the study that were 
not addressed in the initial literature review, which is entirely consistent with 
grounded theory methods. The following two chapters include relevant findings 
from the initial review and a summary of more recent literature in the area, in 
order to provide an introduction to the field and the context and need for the 
study.  Many of these concepts have ben revisited in Chapter 10, where I 
examine the grounded theory developed in detail and consider whether it has 
been supported or refuted by the literature in the area. 
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2.3. Explanation of the literature review 
2.3.1. Search strategy 
 
I was interested to know whether the placements that are so widely utilised in 
the education of healthcare professions have been shown to have any impact 
on the professionalism of students.   
 
I searched the online databases Pubmed, Embase, Medline, Scopus and 
CINAHL and also searched within journal titles that appeared frequently in the 
references I found.  I also searched the reference lists of useful papers in the 
hope of finding additional literature that was not available from the database.  
The search strategy I utilised and the results I gained are outlined in Appendix 
2. 
 
I identified useful papers initially from their title.  I then read the abstract to 
determine whether the paper was relevant to the literature review, before 
obtaining the full paper.  Papers were informally critiqued using a qualitative 
research evaluation framework (Spencer et al., 2003) and those that were of 
the highest quality and most relevant were included in the review.   
2.3.2. Professionalism, professional socialisation and 
professional identity 
 
Three important concepts formed the fundamental basis of this piece of 
research; professionalism, professional socialisation and professional identity.  
The following sections provide definitions and background for these terms to aid 
the reader in their navigation of the thesis. 
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2.3.2.1. Defining professionalism, professional socialisation 
and professional identity 
 
Professionalism 
 
Multiple attempts at defining professionalism have been made over the years, in 
healthcare professions including medicine, nursing and pharmacy, with no 
consensus view being achieved to date. 
 
The on-line dictionary Merriam-Webster (2015) defined professionalism as:  
 
“the conduct, aims or qualities that characterise or mark a 
profession” (Merriam-Webster, 2015) 
 
Within pharmacy, similar broad definitions have been used, such as that by 
Hammer et al. (2000, p141): 
 
“the possession and/or demonstration of structural, attitudinal 
and behavioural attributes of a profession and its members” 
 
Whilst these definitions clearly have face value, they are tautological and 
therefore not particularly helpful when considering how professionalism can be 
developed and assessed in students; a more specific definition is needed. 
 
More recently Elvey et al. (2011) proposed a more specific description of 
professionalism in early career pharmacists: 
 
“Pharmacy is a vocation in which a pharmacist’s knowledge, clinical skills 
and judgement (as medicines expert) are put in the service of protecting 
and restoring human well-being.  This purpose is realised through a 
partnership between patient and pharmacist, which closely relates to, 
and supports, the partnership between patient and doctor.  It is based on 
mutual respect, individual responsibility and appropriate accountability” 
(Elvey et al., 2011, p67)  
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Professional socialisation 
 
Professional socialisation emerged as a significant theme during the study.  It 
has been defined by the American Pharmaceutical Association Academy of 
Students of Pharmacy-American Association of Colleges of Pharmacy Council 
of Deans (APhA-ASP/AACP-COD) as: 
 
“the process of inculcating a profession’s attitudes, values and 
behaviours in a professional” (APhA-ASP/AACP-COD, 2000, 
p97). 
 
Although it includes many aspects of behavioural and attitudinal change, 
professional socialisation can be partly described as the development of 
professionalism in an individual and there was therefore significant overlap in 
the literature on the two areas (see Section 4.2.3)  
 
Professional identity 
 
Professional identity emerged throughout my study as part of the core process 
that participants underwent whilst on their early PRTP.  Therefore it was 
important to include a brief summary of the concept early in the thesis. 
 
Professional identity has been defined as: 
 
“the relatively stable and enduring constellation of attributes, 
beliefs, values, motives and experiences in terms of which 
people define themselves in a professional role” (Ibarra, 1999, 
p764) 
 
Professional identity formation is a relatively new concept in the literature and is 
not yet well understood (see Sections 4.5 and 10.2).  
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2.3.3. Structure of the literature review 
 
The terms professionalism and professional socialisation (or 
professionalisation) have been widely discussed in the literature over the years, 
with a large number of papers being published on both subjects in the last 15 
years, across all health care professions and in many countries.  
 
Although the literature exploring professionalism is usually focused on a 
particular profession it has tended to refer to the development of generic 
professional qualities, which could be applied to any healthcare professional.  
Indeed, as will be demonstrated, the desired professional qualities were very 
similar across medicine, nursing, pharmacy and other healthcare professions.   
 
The vast majority of literature relating to professionalism within pharmacy 
originated from the USA; seventy percent in a recent systematic analysis 
(Wilson et al., 2010).  Whilst most of it was relevant to the profession in the UK, 
it was important to be aware of the differences between the profession in the 
two countries, both practically, and in the way they were perceived by the 
public.  In fact, Rutter and Duncan (2010) suggested that the high level of public 
trust in pharmacists in the UK and Australia, alongside differences in legal 
frameworks, may have contributed towards the lack of debate and publications 
in these countries compared to the USA, even though the role of the pharmacist 
was similar. 
 
Experiential placements have been viewed as a way to develop professionalism 
and professional socialisation in healthcare students, including pharmacy 
(APhA-ASP/AACP-COD, 2000; Roth and Zlatic, 2009; Boyle et al. 2007), with 
one study finding that exposure to role models within the workplace was 
particularly important for the learning of professional behaviours (Schafheutle et 
al., 2010). 
 
The following introductory chapters provide an overview of the literature, firstly 
on professionalism (Chapter 3) and secondly on the value of placements for  
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the development of professionalism and professional socialisation (Chapter 4)  
I have also discussed other proposed benefits to students of undertaking 
placements, and introduced the concept of professional identity. Chapter 4 
ends with a critical summary of the literature and an explanation of the need for 
the research undertaken in this study. 
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3. Professionalism 
3.1. Introduction 
 
The great physician Sir William Osler said:  
 
“mastery of self, conscientious devotion to duty, deep human 
interest in human beings – these best of all lessons you must 
learn, now or never” (Osler, 1909, p277).   
 
The profession of pharmacy is highly regarded by the public in terms of trust, 
ethics and honesty (Ipsos-MORI, 2014), and professional standards need to 
remain high as the role becomes more clinical and patient facing in the future 
(RPS, 2013). With the perceived demoralisation of both society and the 
professions, it becomes even more important that professional values are 
upheld (Hammer, 2006). Recent reports in the media of unethical or 
unprofessional behaviour by pharmacists (Lynn and Davey, 2012; Which? 
2013) have highlighted the need for transparent and clear professional 
standards. 
 
Issues with professionalism have therefore been high on the regulatory agenda, 
not only within pharmacy (GPhC, 2015), but also within other regulated 
healthcare professions such as medicine (General Medical Council (GMC), 
2013) nursing (Nursing and Midwifery Council (NMC), 2015) and those 
regulated by the Health and Care Professions Council (HCPC) (HCPC, 2014).  
 
I begin this chapter with a brief introduction to ethical theory, to enable the 
reader to understand why different professions approach professionalism 
differently.  I then go on to discuss definitions of professionalism, methods of 
quantifying and assessing professionalism, and then finally to consider how 
professionalism can be developed in students.  The chapter ends with a 
summary and introduction to the concept of placements as a way to develop 
professionalism. 
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3.2. A brief introduction to ethical theory 
 
A brief explanation of ethical theory is useful when considering differing 
approaches to defining and developing professionalism in individuals.  Ethical 
theories can be broadly divided according to whether they consider character or 
conduct to be the most important marker of ‘good’ ethics (Brown, 2001). 
 
Virtue ethics considers that an individual’s character is the most important factor 
when making ethical decisions.  This requires individuals to focus on character 
traits, will and reasoning.  The underlying principle is that a decision is morally 
right if it is what a virtuous person would do in such circumstances; this is 
irrespective of the outcome (Brown, 2001 and Bergland, 2012). 
 
Conversely, deontology focuses on trying to do ‘the right thing’ and to refrain 
from doing ‘the wrong thing’.  Again, this is regardless of whether the final 
outcome is considered to be a ‘good’ one (Bergland, 2012).  Finally, 
consequentialism is a belief system that focuses on the outcome as being of 
primary importance. Therefore a decision is ‘right’ if the outcome is ‘good’, 
regardless of the way it is enacted (i.e. the end justifies the means). (Bergland, 
2012).  
 
Whilst these theories certainly have great value, they can result in conflict, for 
example if a person does ‘the right thing’ but it ends in an outcome that is not 
‘good’.  This may help to explain the difficulties in arriving at a consensus 
definition of professionalism; depending on an individual, or a profession’s 
ethical belief system, different aspects of professionalism may be incompatible 
or one aspect may be considered more important than another, resulting in 
ethical dilemmas.   
3.3. What is professionalism? 
 
As early as 1975 Manasse et al. (1975) and Schwirian and Facchinetti (1975) 
found that American pharmacy students’ attitudes became more negative as  
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 they progressed through the course.  This was corroborated by Smith et al. 
(1991) who also found a reduction in students’ calling to the profession over the 
course of the pharmacy curriculum, and the 1991 Argus Commission Report 
(Miller et al., 1991), which stated that many pharmacists lacked pride in their 
profession. Whilst these studies utilised what is now perceived as an out-dated 
view of professionalism they are demonstrative of the ongoing nature of 
difficulties in defining, measuring and teaching professionalism.  
 
Healthcare professions have been internally debating the definition of 
professionalism over the last 30 years, with a consensus definition proving so 
far impossible to achieve. In fact, Veloski et al. (2005) found 114 specific 
elements of professionalism in their review of descriptors used in the 
measurement of professionalism within medicine.    
 
Different organisations have used different terms such as tenets, commitments, 
traits, to describe the important aspects of professionalism. In order to reduce 
jargon and simplify language for the reader, I have used the word 
‘commitment(s)’ to cover all of these terms in this review. 
3.3.1. Professionalism in medicine 
 
In 1990, the American Board of Internal Medicine (ABIM) established the board 
that would go on to produce ‘Project Professionalism’ (ABIM, 1995) with the 
aims of defining professionalism and considering methods of developing and 
assessing professionalism in medical students. They stated that the core value 
of a physician must be to “serve the interests of the patient above his or her 
self-interest” (ABIM, 1995, p5) and developed six commitments of 
professionalism for medics: altruism, excellence, duty, accountability, honesty 
and integrity and respect for others.   
 
The ABIM went on to work closely with the European Federation of Internal 
Medicine to author “A Physicians’ Charter” (Medical Professionalism Project, 
2002).  They proposed three fundamental principles: patient autonomy,   
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patient welfare and social justice, and a set of commitments that empowered 
physicians to meet these principles. The ten commitments of the charter 
included: professional competence, honesty with patients, patient 
confidentiality, maintaining appropriate relations with patients, improving quality 
and access to care, just distribution of finite resources, scientific knowledge, 
management of conflicts of interest to maintain trust, and finally, professional 
responsibility. This charter has gone on to be adopted worldwide and has been 
endorsed by 130 organisations across the world (ABIM, 2016). 
 
Despite the wide publication and use of the Physicians’ Charter, the Royal 
College of Physicians (RCP) set up a working group in 2005 to revisit medical 
professionalism in the UK (RCP, 2005).  They felt that the attitudes and 
expectations of the public had changed, partly due to a change in society, and 
partly due to events that served to undermine public trust in doctors, and that 
this required them to reconsider the nature and role of medical professionalism 
in the UK and how it could be strengthened and promoted. Their proposed 
definition of professionalism described “a partnership between patient and 
doctor, one based on mutual respect, individual responsibility, and appropriate 
accountability” (RCP, 2005, p45) along with 6 commitments of doctors; altruism, 
integrity, compassion, continuous improvement, excellence, and working with 
other members of the healthcare team.  The RCP (2005) also suggested that all 
healthcare professionals should be involved in the advance of medical 
professionalism, as the environment in which one practices is important, and 
can hamper the practice of professionalism. 
 
The GMC (GMC, 2013) have specified four domains in their standards for good 
medical practice. These are: knowledge, skills and performance, safety and 
quality, communication, partnership and teamwork and maintaining trust. 
 
When comparing the language used to describe professionalism in medicine 
over the years it can be seen that the focus has moved from a paternalistic 
approach (e.g. compassion) to a collaborative approach where patient 
autonomy is paramount (e.g. partnership), which is reflective of a general 
change in society’s attitudes.  
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3.3.2. Professionalism in pharmacy 
 
At the same time as the ABIM was working on Project Professionalism, the 
American Association of Colleges of Pharmacy (AACP) produced a report 
suggesting that pharmacy schools needed help to plan professional 
development and academic learning independently, with mutually reinforcing 
and dependent educational goals, because faculty members had little 
understanding of the professional socialisation process (Chalmers et al., 1995). 
 
A task force in America was set up to work on student professionalism which 
culminated in the production of a White paper on the subject in 2000 (APhA-
ASP/AACP-COD, 2000). Their stated aims were to both increase awareness of 
the issue of pharmacy student professionalism and to lead action in the area.  
They defined professional socialisation as quoted above (Section 2.3.2.1), but 
their definition of professionalism was less succinct, consisting of a set of ten 
commitments. These were: knowledge and skills, commitment to self-
improvement, service orientation, pride in the profession, covenantal 
relationship with the client, creativity and innovation, conscience and 
trustworthiness, accountability, ethically sound decision making and finally, 
leadership.   
 
Hammer et al. (2003) used a bicycle wheel, to conceptualise professionalism, a 
metaphor which has been widely utilised in later papers on the subject.  Here 
the authors described how the core values at the centre of the wheel included 
altruism/service, caring, honour, integrity and duty.  The behavioural spokes 
included respect, accountability, empathy and compassion and the outside tyre 
was the part of the wheel that is on view; professional dress, punctuality, being 
courteous etc.  They went on to make the important point that acting 
professionally should not be mistaken for being a professional.  It is this issue 
that makes the assessment of a student’s level of professionalism so complex. 
 
The American Society of Health-System Pharmacists (ASHP) published their 
position statement on professionalism in 2008, to reaffirm their foundational 
principles  (ASHP, 2008).  This was aimed at both practising pharmacists and 
pharmacy students and used a combination of the American Code of Ethics for   
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Pharmacists (American Pharmacists Association, 1996) and the commitments 
listed in the White paper on student professionalism (APhA-ASP/AACP-COD, 
2000). 
 
In 2009 the American College of Clinical Pharmacy (ACCP) National StuNet 
Advisory Committee also developed a set of 6 commitments of professionalism 
(ACCP, 2009); altruism, honesty and integrity, respect for others, professional 
presence, professional stewardship and dedication and commitment to 
excellence.  These were then used by the ACCP to produce a White paper 
introducing students to the essential attitudes and behaviours of 
professionalism. They focused particularly on the ‘fiducial’ (covenantal) 
relationship between the pharmacist and their patient (Roth and Zlatic, 2009). 
They developed a different list of commitments to professionalism to the APhA-
ASP/AACP-COD paper of 9 years previous: responsibility, commitment to 
excellence, respect for others, honesty and integrity, and care and compassion. 
The aim of this paper was to “complement other published documents 
addressing student professionalism” (Roth and Zlatic, 2009, p749), however it 
could be argued that the addition of yet another definition and set of 
commitments is not helpful in the quest to reach a consensus, particularly when 
they are so similar to those previously mentioned. The ACCP White paper also 
made use of Hammer’s bicycle wheel analogy in order to explain the different 
aspects of professionalism to students (Roth and Zlatic, 2009). 
 
Brown and Ferril (2009) proposed a different approach to defining 
professionalism which aimed to account for the interrelated complexities and 
dynamics of the process of professional socialisation by utilising a framework, 
rather than a simple list of commitments.  They employed a pyramid approach, 
entitled ‘the professionalism pyramid’, with competence (professional capability) 
as the basic foundation, connection (interpersonal capability) as the second 
layer of the pyramid, and character (personal reliability) at the top, as the 
highest level of professionalism with dimensions of trust and morality.  Each 
level consisted of 5 progressive elements of professionalism, making the 
taxonomy a complex tool that is not simple to use and requires in depth 
explanation.  The authors suggested several applications of the taxonomy 
including designing assessment methods and considering students for course   
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admission, however these are all untested and the taxonomy remains 
unvalidated. 
 
When considering the breadth of literature on the subject of defining 
professionalism in pharmacy, a systematic analysis of the literature from 1998-
2009 was helpful (Wilson et al., 2010).  The authors searched specifically for 
papers with a focus on attitudes, behaviours and conduct rather than clinical 
skills or knowledge.  They found 44 papers with explicit or implicit definitions of 
professionalism and 55 different components of professionalism, with one 
article discussing 21 unique components.  The most common terms found were 
honesty, integrity, trustworthy and respect with other commonly used terms 
including altruism, communication, knowledge and ethics. They were able to 
group these terms into eight different groups; (1) Essential characteristics – 
basic attitudes or characteristics (2) Desirable characteristics – personal 
qualities (3) Personal characteristics – intrinsic attitudes rather than behaviours 
(4) Inter-personal working – collaboration, co-operation and teamwork (5) 
Vocational commitment (6) Personal value systems (7) Knowledge and skills, 
and (8) Healthcare specific.  Whilst these groupings were useful, there was 
considerable overlap between the groups which would make it difficult to use 
them in a clear definition of professionalism.  The authors acknowledged that 
the search was significantly restricted due to time constraints and the decision 
about inclusion of articles may have been subjective, however the results 
nevertheless demonstrated the breadth of the discussion on the topic. 
 
In 2011, Elvey et al. (2011) undertook a significant piece of research in this 
area, for the UK based Pharmacy Practice Research Trust.  They interviewed 
early career pharmacists, pharmacy pre-registration tutors and pharmacy 
support staff, using one to one interviews and focus groups, to investigate the 
concept of professionalism.  It could be argued that these groups are the most 
appropriate to include in discussions on professionalism in pharmacy students 
and newly qualified pharmacists.  The participants felt that this was a complex 
subject that could not be easily defined.  They identified three themes to 
professionalism: ethical values and conduct, tangible professional elements 
such as knowledge and professional judgement and finally, soft professional 
elements including communication skills, trust and respectfulness.  Elvey et al.  
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 (2011) concluded that the RCP’s definition of professionalism was useful, 
particularly regarding the concept of protecting and restoring human well-being.  
They were also able to propose a description for professionalism in early-career 
pharmacists: 
 
“Pharmacy is a vocation in which a pharmacist’s knowledge, 
clinical skills and judgement (as medicines expert) are put in the 
service of protecting and restoring human well-being.  This 
purpose is realised through a partnership between patient and 
pharmacist, which closely relates to, and supports, the 
partnership between patient and doctor.  It is based on mutual 
respect, individual responsibility and appropriate accountability” 
(Elvey et al., 2011, p67) 
 
In the UK, at the time of submission, the GPhC were preparing to launch a 
revised set of “Standards for Pharmacy Professionals” (GPhC, 2017a), following 
consultation with the profession (GPhC, 2016c). The new standards aim to 
ensure that pharmacists practise patient-centered professionalism. The GPhC 
were also consulting on a revalidation process for pharmacists to “provide 
assurance that trust in pharmacy professionals is well placed” (GPhC, 2017b, 
p8). 
3.3.3. Professionalism in other professions 
 
The nursing profession has recently been the focus of media and government 
attention as the Francis report (Francis, 2013) specifically highlighted a lack of 
compassion and care in nurses. This led the government to develop a policy 
document entitled “Compassion in practice: nursing midwifery and care staff, 
our vision and strategy” (Department of Health (DoH), 2012), which referred to 
‘the 6 Cs: care, compassion, competence, communication, courage and 
commitment’.  A recent Welsh study (Morgan et al., 2014) aimed to reach a 
consensus definition of professionalism amongst 35 NHS experts. Morgan et al. 
(2014) clearly explained who the experts were and how they had decided to 
include them.  They identified four attitudinal themes: person-centredness, 
context of practice (belief in teamwork, respect for, and pride in the professional   
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codes), commitment to the development of self and others and all about self 
(which included an individual’s underpinning philosophies, dedication and pride 
in their profession).  They additionally identified four behavioural themes: 
respectfulness, context of practice (demonstrating professional values and 
integrity), fundamentals and continual development. 
 
In occupational therapy, a Canadian team (Bossers et al., 1999) set up a group 
of students and practitioners to consider a definition of professionalism to be 
included in the curriculum at their university.  They identified three themes; 
‘professional parameters’ which referred to both legal and ethical issues, 
including honesty and integrity, ‘professional behaviours’ referred to discipline 
related knowledge and skills, appropriate relationships and attire and finally 
‘professional responsibilities’ which referred to the therapist’s responsibility to 
themselves, the community, the client and the employer.  Interestingly, these 
allow complete coverage of the different ethical theories (see Section 3.2) with 
the different themes relating to virtue, consequences, and duty respectively; 
however the authors do not make such a link explicit. 
 
Finally, Aguilar et al. (2013) aimed to describe professionalism in physiotherapy.  
They too arrived at three themes: ‘altruistic values’, ‘physiotherapy knowledge 
skills and practice’ and ‘the patient and the patient-therapist partnership’. Whilst 
not exactly the same as the findings of Bossers et al. (1999), the themes are 
strikingly similar. 
3.4. Quantifying professionalism 
 
With a focus on professionalism in students of healthcare professions there 
becomes an obvious need to be able to quantify or assess levels of an 
individual’s professionalism.  This is necessary both to identify interventions that 
are effective in developing professionalism as well as to make it possible to set 
acceptable levels of professionalism and to set clear pass/fail criteria. Indeed 
Granberry et al. (2003) found that, 58% (n=15) of pharmacy schools that 
responded to their enquiries already evaluated professionalism in students and 
an average of 16% of students’ grades were derived from this. 
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There have been several attempts at designing such an instrument for use in 
pharmacy.  Hammer et al. (2000) created and tested the ‘Behavioural 
Professionalism Assessment form (BPA)’ in order to assist educators and  
mentors to objectively assess students’ behaviours.  The assessment was 
based on mentors’ assessment of pharmacy students in the USA and focused 
on observable behaviours.  They found that it had validity and reliability, 
although it also required refinement.  
 
Chisholm et al. (2006) later designed a tool for the self-assessment of 
professionalism in pharmacy students and recent graduates, based on the 
ABIM’s six commitments of a medic.  Poirier and Gupchup (2010) went on to 
use this instrument to longitudinally assess professionalism of pharmacy 
students on a pharmacy programme, although they suggested that further 
refinements were needed to ensure reliability.  Again, this was an American tool 
for use in the PharmD programme, and it relied on the ABIM’s definition of 
professionalism, therefore non-subscribers to this definition are unlikely to view 
the tool as adequate.   
 
Jha et al. (2007) undertook a systematic review of studies on the facilitation and 
assessment of professionalism in medicine and found little evidence of effective 
measures of professionalism as a whole.  In addition, Ginsburg et al. (2009) 
found that academic staff assessing professionalism in medical students had 
poor inter-rater reliability despite the use of an explicit assessment tool.  They 
proposed that attempts to create a perfect assessment tool are futile and that 
consideration should be given to the use of non-numerical assessments to 
identify those students who are struggling with the concepts. This position is 
echoed by Gallagher (2010), who argues that there is a connection between the 
assessor and the assessed that will always render any assessment subjective. 
 
In summary, the lack of an agreed definition and the large numbers of proposed 
models of professionalism makes the design of a reliable assessment tool an 
almost impossible task. A review of the publications discussed above finds that 
while recommendations for the development of professionalism are abundant, 
there are very few validated methods for the assessment of professionalism. 
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3.5. Developing professionalism in students 
 
Numerous strategies have been employed in pharmacy and medicine curricula 
in an attempt to develop professionalism in individuals.  These efforts have 
been hindered by the difficulties in assessing a student’s level of 
professionalism at a given time, and therefore determining whether an 
intervention has had a positive effect. 
 
In the White paper on student professionalism (APhA-ASP/AACP-COD, 2000) 
the APhA-ASP/AACP-COD identified several challenges in the development of 
professionalism in pharmacy students.  Hammer et al. (2003) were also able to 
identify many challenges to the development of student professionalism.  They 
suggested that students had a lack of peer pressure to develop as 
professionals, and that their peers found it difficult to challenge unprofessional 
behaviour.  They also described how both the academic and practice 
environments that students found themselves in produced inconsistent 
socialisation, by having inconsistently applied policies, staff demonstrating 
unprofessional behaviour, poorly planned and communicated activities and 
assessments, and conflict between the roles of a pharmacist and of an 
entrepreneur.  They suggested that a lack of respect by patients and other 
healthcare professionals makes it difficult for pharmacists to continue to feel a 
desire to serve.  It is important to note that these assertions are the beliefs of 
Hammer and her colleagues (Hammer et al., 2003) and they do not present any 
evidence to justify them, however they are helpful when considering 
interventions to increase professionalism in students. 
3.5.1. Recommendations for the development of 
professionalism in students 
 
In their White paper on student professionalism (APhA-ASP/AACP-COD, 2000) 
the APhA-ASP/AACP-COD also made some recommendations for educators to 
help enhance student professionalism.  They identified four phases where 
changes could be made; recruitment, admissions, educational programs and 
practice.  These are echoed by Hammer et al. (2003) who also state that   
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students’ educators must “exude professional expectations and excellence” 
(p16), and that the culture of the school must reflect these expectations of 
students and staff at all levels.  A holistic approach to professionalism is 
required to get buy in from staff and students, and they make several 
suggestions about how this can be done. 
 
On recruitment they made recommendations to strengthen the development of 
professional identity of students before they have even accepted a place on the 
course. These included attendance at school open days and encouragement of 
prospective students to join professional organisations (APhA-ASP/AACP-COD, 
2000 and Hammer et al., 2003). 
 
Considering the admission of students to the course the APhA-ASP/AACP-COD 
White paper (2000) focused on ensuring that places were given to students who 
had existing high levels of professionalism or great potential.  They suggest that 
these could be measured with the use of interviews and essays to assess 
professional qualities.  
 
Both the APhA-ASP/AACP-COD (2000) and Hammer et al. (2003) refer to the 
importance of both the school and practice environments that students are 
exposed to. The APhA-ASP/AACP-COD (2000) also proposed a list of 11 steps 
that pharmacy schools could take to incorporate professionalism into their 
course, including the encouragement of discussion of professional issues, of 
involvement in voluntary organisations, and in state, local and national 
professional organisations.  They also strongly encouraged the use of the 
‘Pharmacists Code of Ethics’ (American Pharmacists Association, 1996), the 
‘Oath of a Pharmacist’ (AACP, 2007) and ‘Pharmacist’s Pledge of 
Professionalism’ (APhA-ASP/AACP-COD, 2000) although they did not indicate 
any research that demonstrated that these result in an improvement in 
professionalism (APhA-ASP/AACP-COD, 2000; Hammer et al., 2003).  
 
In addition, Roth and Zlatic (2009) suggested that students must be held 
accountable for their behaviour and be guided towards developing their own 
sense of professionalism.  They should also be helped to identify examples of 
poor professionalism as well as true professionalism and guided to internalise   
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appropriate attitudes and values.  Whilst Wilson et al. (2010) acknowledge the 
challenge of integrating the more complex aspects of professionalism such as 
values, empathy and altruism they do suggest that the more basic terms could 
be easily included in the curriculum of a pharmacy school. 
3.5.2. Developing professionalism in pharmacy students; 
the evidence 
 
Despite the above recommendations for developing professionalism in 
pharmacy students, there remains relatively little evidence to indicate what 
strategies can be used achieve this aim. 
 
In their systematic review of studies of professionalism in medicine Jha et al. 
(2007) found 17 studies reporting on interventions aiming to improve 
professionalism.  These interventions included headings such as; courses, 
personal teaching sessions and incorporation of professionalism into curricula.  
Fourteen of the studies reported a change in attitude as a result of the 
intervention, however only two of the studies that were reviewed in depth 
measured attitudes longitudinally, and these showed no long term benefit of the 
intervention. 
 
Thompson et al. (2008) suggested that using methods from all four frames of 
the ‘four-frame leadership model’ (Bolman and Deal, 2007) could be an 
effective way to teach professionalism.  The four frames are firstly, ‘structural’ 
relating to rules, policies and the environment, secondly, ‘human resources’ 
relating to skills and relationships, thirdly, ‘political’ relating to power, conflict 
and competition, and finally ‘symbolic’ relating to culture, ritual and ceremony 
(Bolman and Deal, 2007).   Thompson et al. (2008) used a grounded theory 
approach and interviewed students, mentors, faculty members and academic 
administrators (e.g. dean or chancellor) to determine the different themes in the 
perceptions of professionalism.  They then mapped these themes to the four-
frame leadership model.  The authors found that while many themes spanned 
multiple frames, there was not equal representation of each frame.  Most of the 
themes belonged to the structural or symbolic frames, with the political and 
human resources frame receiving less attention.  When students were asked   
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how professionalism should be included in the curriculum, their answers fell into 
the under-represented political and human resources frames, with examples 
such as role modelling, more interactions and feedback, demonstrating that 
these are important areas that should not be forgotten when designing teaching 
for professionalism. 
 
Bumgarner et al. (2007) described how they used short stories to develop 
professionalism in first-professional year pharmacy students.  They chose to 
use the definition of professionalism described by the Association of American 
Medical Colleges Professional Task Force as they felt the “calling to serve” was 
the core aspect of professionalism.  It is of note that this study was undertaken 
at Samford University, which had a Christian mission (Samford University, 
2016).  Four short stories, specifically selected for the student population and 
the topic of professionalism, were sent out to students as preparatory reading 
(Bumgarner, 2007).  Students then took part in a facilitated discussion on the 
stories in their student orientation. Students were asked for their opinions on 
use of the stories to teach professionalism, with results showing that the 
students had found the stories engaging and found the program personally 
meaningful.  Students were later given a professionalism survey to try and 
establish the effect of the program.  The authors reported an upward trend in 
results in areas such as the calling to serve and relating their spiritual life to 
their profession.  These increases were relatively small however, and the 
professionalism survey appears to have been devised solely for the purpose of 
this study, and as such had not been validated.  There is currently insufficient 
evidence therefore that this strategy would have a significant effect on the 
professionalism of pharmacy students. 
 
It is apparent therefore that currently evidence to support interventions to 
improve professionalism is weak and renders the task of devising such 
interventions incredibly difficult.   
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3.6. Summary 
 
This chapter has explored the different approaches taken to defining 
professionalism amongst the healthcare professions.  Medicine, pharmacy, 
nursing, occupational therapy and physiotherapy have all engaged in debate 
about how professionalism can be defined, measured and developed in 
students.   
 
Most of the definitions relating to professionalism within pharmacy originate in 
the USA.  For the purpose of this study, which was particularly focused on 
professionalism in pre-registration pharmacists, the most recent and useful 
definition of professionalism in pharmacy in the UK was proposed by Elvey et 
al. (2011).  This was developed as a result of interviews, and focus groups with 
newly qualified pharmacists and pre-registration tutors and so is likely to 
resonate with participants in this study.  
 
Validated tools to assess professionalism however, are still lacking, as are 
reliable, evidence-based methods of developing professionalism in individuals 
studying pharmacy.   
 
Experience in the workplace has been employed as a way to develop students’ 
sense of professionalism and professional socialisation.  The evidence for this 
will be examined in Chapter 4. 
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4. Placement learning and professional socialisation 
4.1. Introduction  
 
As discussed in Chapter 3 developing professionalism in pharmacy students is 
difficult to manage and assess.  Placements are commonly used in the 
healthcare professions as a way of ‘learning by doing’ and developing 
professionalism (Hammer et al., 2003).  They are also used to expose students 
to role models and different areas of practice, sometimes with the intention of 
influencing their career intentions (McCall et al., 2009, Howe and Ives, 2001 
and D’Amore et al., 2011).   
 
The ACCP White paper on “Quality experiential education” (Haase et al., 2008) 
defines placement (experiential) learning as: 
 
“a methodology in which educators engage learners in direct 
experience and targeted reflection in order to increase 
knowledge and to develop skills, behaviours and values” (Haase 
et al., 2008, p220e) 
 
There is broad agreement across the professions that the learning that occurs 
whilst on placement is highly valuable and would be difficult, if not impossible to 
replicate in the purely educational setting (Brennan et al., 2010; Magnier et al., 
2011; Rodger et al., 2011; Schafheutle et al., 2010;) however almost every 
study in this area has identified different aspects to the specific learning gained.   
 
Whilst there is literature relating to placements in pharmacy, most of the 
published literature involves nursing or midwifery students and much is set 
outside of the UK, primarily in Australia or Canada.  Although the healthcare 
systems in these countries are different to that in the UK, the basic 
fundamentals of healthcare, and teaching methods are largely similar and 
comparable (Healy et al., 2006; Rice et al., 2013).  Therefore although these 
differences must be borne in mind, it is likely that the primary themes identified 
in these papers will resonate with healthcare students in the UK. It must also be 
borne in mind that participants in all studies have volunteered to take part and   
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so may represent the most conscientious and motivated students.  It may be 
that less motivated students experience entirely different learning outcomes 
from attending placements. 
 
This chapter will begin by summarising the types and numbers of placements 
undertaken by pharmacy students in the UK and go on to explore the evidence 
for the development of professionalism and professional socialisation on 
placement, within pharmacy and other healthcare professions.  I also 
summarise other learning gained from placements and briefly introduce 
concepts of the hidden curriculum and professional identity.  The chapter 
concludes by detailing the need for the research undertaken in this study. 
4.2. Placements, professionalism and professional 
socialisation in pharmacy students 
 
As discussed in section 1.3 pharmacy students are unusual amongst the 
healthcare professions in that they often have very little contact with other 
healthcare professionals, or even patients, during their undergraduate years.  
 
Three main types of placement are undertaken by pharmacy students in the 
UK. All schools of pharmacy arrange short WBL placements in different sectors 
of pharmacy, throughout the MPharm degree programme (Langley et al., 2010).  
Many students additionally arrange their own placements either in their holiday 
periods or as part-time work (Brown et al., 2005; Schafheutle et al., 2010).  
 
Langley and Aheer (2010) found that whilst 81% (n=73) of final year pharmacy 
students on a four year MPharm programme felt that they already possessed 
most or some of the skills required of a pharmacist, employers of pre-
registration pharmacists felt that graduates were unable to apply theoretical 
knowledge into practice and had a lack of communication and interpersonal 
skills.  This demonstrates a discrepancy between the perceptions of final year 
students of their own abilities compared to those of their prospective employers. 
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The PRTP consists of a sustained period of time working in a practice 
environment. Therefore most of pharmacy students’ contact with patients and 
other pharmacists, occurs on their PRTP (Schafheutle et al., 2010), either after 
the four year MPharm degree, or, in the case of UoB during the five year 
MPharm degree. 
 
The GPhC (2016a) state that the PRTP aims to give students: 
 
“the chance to apply your academic knowledge in a real-life 
situation. The aim is for you to develop and demonstrate the 
skills, knowledge and behaviours you need to practise to the 
standards expected of a pharmacist, and in a way that delivers 
the best outcome for patients and members of the public.” 
(GPhC, 2016a, p6). 
 
4.2.1. Types and number of placements in pharmacy 
 
Brown at el (2005) surveyed 327 pharmacy students at one university in the UK, 
with the aim of identifying any self-arranged placements that they had 
undertaken and the perceived benefits gained. These included the following 
categories which were pre-defined by the authors: understanding of the 
pharmacist’s role (93% of students agreed); better development of pharmacy 
related skills (88%); the opportunity to work with other healthcare professionals 
(82%); reinforcement of career choice (81%) and feeling a valuable member of 
the team (72%).  Participants may have felt there were additional benefits but 
were not given the opportunity to comment on these. This study did not ask 
about the benefits of compulsory placements within the MPharm, however they 
are likely to be similar.  In addition, these students were self-motivated enough 
to arrange their own placements and so it is likely that they were already 
convinced that there would be significant benefits in doing so.   
 
The approach to placement education in pharmacy schools in the UK (from 
2003-2005) was explored by Langley et al. (2010), using course documentation, 
staff interviews and student surveys. All schools surveyed provided placements 
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in hospital pharmacy, whereas only two provided placements in community 
pharmacy.  Most of these placements took place in the third or fourth year of 
study.  Ninety percent (n=670) of students agreed that there should be at least 
one placement on the MPharm degree and 54% (n=402) of students felt that 
there should be placements in every year of the pharmacy programme. 
Academic staff in turn were convinced of the value of placements, but found 
them very difficult to arrange, particularly as there was no government funding 
for practice-based education in pharmacy (Langley et al., 2010). This paper 
sought only to quantify provision of placement learning within pharmacy schools 
at the time, therefore no questions were asked about why students felt 
placements were important, or what learning they had gained from their 
placements, which would have provided useful information.  
 
Schafheutle et al. (2010) also found that within the schools of pharmacy 
included in their study, students gained exposure to practice primarily via 
holiday and part-time work, as well as organised WBL placements, and 
simulated dispensing classes. 
 
Whilst it is important to be aware of the types of placement pharmacy students 
in the UK may undertake, the volume of published literature on the topic of 
learning achieved whilst on placement is insufficient to enable any analysis of 
the differences between the different types.  Therefore, for the following 
sections, I have not distinguished between short WBL placements and holiday 
and part-time work.   
 
The professional socialisation that occurs whilst students are on PRTP in the 
UK has only been explored by Jee and colleagues (Jee, 2014; Jee et al., 
2016a; Jee et al., 2016b) and is particularly relevant to this study. Therefore 
their work is discussed separately in section 4.2.3.6. 
4.2.2. Learning professionalism on placement 
 
Schafheutle et al. (2010) sought to determine how professionalism is taught in 
UK schools of pharmacy.  They used a variety of methods, including 
documentary analysis, focus groups and one-to-one interviews to produce a   
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curriculum map of the intended, taught, received and assessed professionalism 
curriculum for each of three schools of pharmacy in the UK.  They determined 
that the school of pharmacy’s ‘organisational philosophy’ had a major impact on 
the learning of professionalism, particularly where there were strong role 
models in the practice environment.  When discussing professional behaviour, 
participants often referred to practicing pharmacists that they had seen, and 
how they learnt from both good and bad role models. Exposure to practice was 
felt to be: 
 
“crucial to [students’] learning and cementing of professionalism” 
(Schafheutle et al., 2010, p37). 
 
Students who hadn’t undertaken placements outside of the MPharm 
programme were felt to be at a disadvantage, and in these cases the PRTP was 
expected to provide much of the required development of professionalism 
(Schafheutle et al., 2010).  This study demonstrated the important link between 
professionalism, professional socialisation, role models and placements in 
pharmacy students in the UK.  These links will be explored further in the 
following sections. 
 
4.2.3. Professional socialisation 
 
The APhA-ASP/AACP-COD White paper on student professionalism (APhA-
ASP/AACP-COD, 2000) was clear that students undergo a large amount of 
professionalisation in the practice environment where they learn the 
professional norms.  
 
There is a paucity of literature relating to the process of professional 
socialisation within pharmacy in the UK, with the notable exception of the work 
of Jee and colleagues (Jee, 2014; Jee et al., 2016a; Jee et al., 2016b) as 
mentioned above.  The process of professional socialisation has however been 
described within nursing literature and other health care professions. 
 
It has been proposed that professional socialisation is impacted by three 
factors; role models, the learning environment and pre-existing values and   
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character traits of the individual student, and that these factors make 
placements an ideal setting for the development of professionalism and 
professional socialisation (Baillie,1993; Jungnickel et al., 2009).  In addition, 
there is a ‘hidden curriculum’ which instills values, attitudes, and biases in 
students through a socialisation process which is not formally taught (Hammer, 
2006; Roth and Zlatic, 2009).  These aspects will be discussed in the following 
sections  
4.2.3.1. Role modelling 
 
Pharmacy 
 
Role modelling has been proposed as an important factor in professional 
socialisation, and it is also an important component of placement learning.  
Hammer (2006, p5) cited role modelling on placements within pharmacy as “the 
most important strategy for improving professional behaviour”, and Roth and 
Zlatic (2009, p752) stated that role modelling is the “most powerful influence on 
a student’s understanding of professionalism”.  Both recommended that 
mentors must be consistently professional and engage in other activities such 
as continuing education, community activities and professional association 
activities, as well as demonstrating traits such as honesty and integrity, care, 
compassion, respect for others and a commitment to excellence and 
responsibility (Hammer, 2006; Roth and Zlatic, 2009). 
 
A recent American study (Bochenek et al., 2016) found that 97% (n=69) of 
newly qualified pharmacists felt their mentors should be effective role models 
and 86% (n=59) of felt that their mentors demonstrated most of the qualities 
desired of a mentor. Areas for improvement identified related to running a well 
organised and structured rotation and giving good direction and feedback.  In 
the UK, Schafheutle et al. (2010) found that role models in the work place were 
deemed more significant in pharmacy students’ learning about professionalism 
than those encountered in the educational setting.  These could be pharmacy 
technicians and other team members as well as qualified pharmacists.  An 
exception to this trend were teacher-practitioners, who worked in both 
educational and practice settings; these educational staff members were   
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considered important role models by both the students and other members of 
academic staff.   
 
Other professions 
 
Carlson et al. (2010) observed participants and conducted focus groups with 
nursing mentors in Sweden in order to describe how they aimed to produce 
competent nurses with the associated knowledge, confidence, skills and values 
required, as well as pride in their profession.  This was done primarily by 
mentors acting as positive role models for students. Jokelainen et al. (2011) 
also found that nursing mentors acted as role models, showing students the 
differing roles of nurses and the demands made of the profession, so facilitating 
students’ emotional development and deepening their understanding the 
emotions of patients.  
 
Rodger et al. (2011) found that both mentors and students of occupational 
therapy highlighted the value of opportunities for role modelling and learning 
from others, with students valuing the opportunity to observe others and 
consider which behaviours they wanted to incorporate into their own practice. 
They found this to be particularly valuable when the practice educators were 5-
10 years post-graduation, as they were perceived to be similar in age and 
experience to the students.  Where students did not have the opportunity to 
observe role modelling in this way, they considered themselves to be at a 
disadvantage.  
 
It is clear therefore, that role models are indeed an important influence on the 
development of professional behaviours and socialisation in healthcare 
professionals, primarily in the practice setting but also within education 
establishments. 
4.2.3.2. The learning environment  
 
The learning environment has also been cited as an important determinant of 
professional socialisation (Jungnickel et al., 2009).  This can be further divided 
into two components: the mentor (the ‘teacher’ aspect of the mentor is  
  
 38 
considered here, rather then the ‘role model’ aspect, which has been 
considered in the previous section); and the learning environment itself. 
 
The mentor 
 
Baillie (1993) used phenomenology to explore the factors that affect the 
learning of student nurses whilst on placement in the community in England. 
After analysing eight in-depth interviews with students Baillie (1993) was able to 
determine three major factors affecting their learning: the student him/herself, 
the placement and the mentor. Participants felt that their mentor had a 
fundamental effect on their learning, which was perhaps more significant than 
the placement itself.  Increased learning was felt to be possible when the 
mentor had good knowledge and a positive attitude about the student’s course, 
when they had good facilitation skills and when they had strong professional 
credibility and good communication skills (as perceived by the students).   
 
Cahill (1996) used focus groups and semi-structured interviews to explore 
students’ perceptions of mentor-mentee relationships in nursing.  She also 
found that students placed great importance on their mentor and that they 
should be consistent, genuine and respectful.  In addition, feedback was an 
important aspect of the relationship; it was often late, personal and destructive, 
and students worried that it would affect their final report from the placement.  
The nursing graduates interviewed by Hartigan-Rogers (2007) felt that it was 
important that the mentors were aware of the expected placement learning 
outcomes and the academic and skills level at which the students were 
expected to be working.  Consequently, participants felt that students need to 
experience supportive relationships with their mentors and teams.    Participants 
recommended that students seek out placements where staff morale is high 
and patient load relatively low, however it could be argued that this type of 
placement is not representative of reality and so would not necessarily prepare 
students for real life. Placements where staff were stressed, intimidating and 
had negative attitudes towards students were predictably felt to be non-
supportive and not desirable. 
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The importance of the mentor-student relationship was also stressed by 
participants in James and Chapman’s (2009) study of nursing students.  Where 
students were acknowledged for their contributions it increased their confidence 
and feeling of value and self-worth, and convinced them that they had made the  
right career choice.   Almost all of the students however, had felt intimidated at 
times or that they were a burden, with one commenting that, “they seem to 
forget that they were students once and not that long ago either” (James and 
Chapman, 2009, p42).  This not only had a negative effect on their placement, 
but also on the likelihood of students completing their course.  
 
In a systematic review of the literature relating to the mentoring of nursing 
students in clinical placements, Jokelainen et al. (2011) included data from 23 
articles that had been published between 1993-2006.  This was a joint Finnish-
British project, which aimed to develop an understanding of mentorship within 
nursing placements.  They identified two main themes relating to mentoring of 
students on placement, one of which was ‘facilitating students’ learning in 
clinical placements’.  This was further divided into two categories: ‘creating a 
supportive learning environment’ and ‘enabling an individual learning process’. 
Important aspects of ‘creating a supportive learning environment’ were ensuring 
that placements were well organised, with learning opportunities planned in 
advance. Provision of appropriate training for mentors and students and 
consideration of logistical factors such as planning students’ shifts to coincide 
with their mentors were all important to help students adjust to the placement 
environment.  ‘Enabling an individual learning process’ referred to the use of 
personalised learning plans by mentors and assessment of students’ personal 
learning.  The authors proposed that this would help students’ development and 
allow them to increase their level of independent learning in a stepwise process.  
Regular feedback was an important aspect of this as was facilitating 
acclimatisation to the clinical environment, with students needing to feel 
respected as individuals and trusted as nursing colleagues. Baillie (1993) also 
found that participants felt they learned more when they considered the 
placement to be relevant, and that opportunities for observation and 
participation were available.  Rodger et al. (2011), like Jokelainen et al. (2011) 
discussed the necessity for the provision of quality feedback.  Students wanted 
timely feedback, that was routine and given without prompting; they also felt  
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more able to cope with negative feedback if it was constructive.  Where no 
feedback was given, students began to feel devalued.   
 
Williamson et al. (2011) considered placements for students of nursing, 
midwifery, occupational therapy, physiotherapy, podiatry, dietetics and 
paramedicine and found that where mentors helped students to develop 
autonomy in their learning this was appreciated, and students also valued being 
supernumerary.  Peer support was generally seen as positive, although the 
numbers of students attending each placement could have a negative effect on 
student experience if perceived as being too high. 
 
A quality learning environment 
 
Rodger et al. (2011), aimed to describe the components of a quality 
occupational therapy practice placement by conducting focus groups and 
interviews with occupational therapy students, practice educators and practice 
education academic staff members.  Whilst this study was undertaken in 
Australia and with occupational therapists, the general principles are likely to be 
applicable to clinical placements in many professions, including pharmacy.  
They found that participants wanted to be made to feel part of the team and 
their views to respected; some mentors also recognised that students were 
likely to have a more positive experience where this was the case.  This 
concurs with the findings of Chesser-Smyth (2005) who found that where 
student nurses felt welcomed and respected they were more likely to have 
higher levels of self-esteem and self-awareness. Cahill (1996) also asserted 
that support, positivity and mutual respect are the key factors for nursing 
students on placements and that this is much more important than specifically 
defined roles.  
 
Rodger et al. (2011) identified several key themes for a quality placement, many 
of which relate to the practicalities and structure of the placement:  
 
 University preparation and placement;  
 Welcoming learning environment;  
 Detailed orientation and clear expectations;   
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 Graded program of learning experiences;  
 Quality modelling and practice;  
 Quality feedback;  
 Consistent approach and expectations;  
 Open honest relationships;  
 Supervisor experience and skills.   
 
Whilst most of the literature in these areas focuses on a single profession, 
Brown et al. (2011) surveyed students of various undergraduate healthcare 
programmes in Australia, using the Clinical Learning Environment Inventory 
(CLEI) .  This tool was originally validated in nurses, however with a lack of 
similar tools for students of other professions it was also deemed to be useful in 
the study of this population.  Five hundred and forty-eight students responded 
to the survey, including students of occupational therapy, physiotherapy, 
pharmacy (n=112), paramedicine, midwifery, social work and radiography.  
Areas that correlated strongly with student satisfaction with their placement 
included; task orientation; student involvement; personalisation and innovation. 
This demonstrates that healthcare students in general are likely to have similar 
criteria as nurses for their satisfaction levels with placements, with a focus on 
innovative, practical tasks and strong and personalised interactions with their 
mentor.  The authors did not break down the results into the different healthcare 
professions so whilst the implication is that much of the literature on placements 
may be applicable to pharmacy students, this is by no means certain. 
 
The learning environment in pharmacy placements 
 
There is a paucity of published literature on the importance of the learning 
environment for pharmacy students on placement in the UK, with most of the 
recommendations relating to pharmacy placements originating in the USA. 
 
The APhAASP/AACP-COD White paper (APhAASP/AACP-COD, 2000) 
recommended that placements should begin early in the pharmacy programme, 
and that students and academics should debrief following placement, in order to 
identify positive and negative aspects of the placement.  In addition they 
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recommended comprehensive training programmes for mentors, which should 
include making them aware of their importance as role models.  
 
Hammer (2006) also recommended ways to increase the quality of placements 
in pharmacy.  These included being clear about the expectations of students 
and the standards expected of them, and treating students respectfully. 
Feedback to students should be frequent, timely and specific and include an 
evaluation of students’ professional behaviour; in addition students’ feedback 
on the placement should also be sought regularly.  Finally, Hammer (2006) 
again stressed the importance of role modelling and sending consistent 
messages to students about professional behaviour. 
 
In the later White paper on “Quality experiential education” in the USA, Haase 
et al. (2008) defined a quality pharmacy placement as one that is in a learning 
rich environment, is well planned and outcomes focused and has a qualified 
mentor. They recommended that placements should begin in the first year of 
the pharmacy degree and should involve patient contact.  They also made 
specific recommendations about the practice sites, mentors and methods of 
assessment used on placements. 
 
Owen et al., (2010) interviewed students, academics and mentors in Australia to 
determine the level of support required by students on early and late WBL 
placements. Early placements were those at the beginning of the MPharm 
programme and late placements were those undertaken as students came to 
the end of their degree.  The authors found a consensus view that students 
needed more support in their placements early in the course compared to the 
later years; however there was disagreement about the competencies this 
support should focus on. In an early placement, both students and mentors felt 
that more support was needed in the area of ‘practise pharmacy in a 
professional and ethical manner’ in an early placement than for any other 
aspect of practice.  The nature of this support was not considered.  
 
In summary, in the absence of specific literature relating to the impact of the 
learning environment on students undertaking pharmacy placements in the UK,  
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studies that have explored the quality indicators for placements in other 
healthcare professions, or in pharmacy in the USA and Australia, are useful. 
 
4.2.3.3. Pre-existing values and character traits 
 
The third factor that has been cited as having an impact on the development of 
a student’s professional socialisation is an individual’s character traits.  For 
example Rodger et al. (2011) reported that mentors commented that some 
students approached their placement without an appropriate work ethic and 
they wanted students to begin to view themselves as workers rather than 
students.  Magnier et al. (2011) found that despite their anxiety and perceived 
lack of clarity relating to placements, most students did not read the 
documentation relating to the placement before they attended, relying instead 
on their peers to provide information.  
 
Hammer (2006) raised the question of whether professionalism can be taught at 
all.  She proposed that whilst there is theory relating to professionalism that can 
be taught, this does not ensure that a student will behave professionally.  She 
suggested that a student’s values, behaviours and attitudes at the start of the 
program have a huge influence on the way they behave as professionals. 
 
There may be initial differences in the subculture of students who enter 
professions such as medicine, nursing and pharmacy.  A study undertaken in 
New Zealand used a questionnaire specifically designed to investigate 
professional subcultures although it is unclear whether it had been appropriately 
validated before use (Horsburgh et al., 2006).  It was administered to first year 
students on their first day of study.  They found that medical students entered 
university with a sense that clinical work is the responsibility of individuals, 
whereas nurses had a collective approach.  Pharmacy students lay in the 
middle of this continuum.  The authors suggested that professional socialisation 
may have begun before students enrolled on their degree programmes.  An 
alternative suggestion however, may be that these existing personality 
differences may influence the course a student chooses to study and the career 
they choose.  These findings may make it more difficult to apply research on the  
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development of professionalism in medics or nursing, to pharmacy as there may 
be fundamental differences between the cohorts. 
 
4.2.3.4. Inconsistent socialisation 
 
There are concerns about the impact that negative role models may have on 
students’ future behaviour and values; primarily that students could be 
professionally socialised into an unprofessional set of behaviours and attitudes. 
Indeed, this has been widely described in nursing. 
 
In her seminal piece of work Melia (1987) found discrepancies between the way 
nurses had been taught to practise and the way they could actually practise. 
She termed this the “ward/college difference” (Melia 1987, p54) and proposed 
that it was a phenomenon well known and accepted amongst nursing students 
at the time. Melia (1987) found many ‘unwritten rules’ that student nurses felt 
they must adhere to in order to be considered a good student by the permanent 
staff, and therefore gain a good report.  These included ‘talking isn’t working’ 
and ‘looking busy’ even at times when the ward was quiet and all the jobs had 
been done, which leaves little time to sit and talk to patients.  These social 
pressures caused nursing students to abandon the ideals they had learnt in 
college and adopt a task-focused approach to the job.  
 
Hinds and Harley (2001) proposed that newly graduated nurses would sacrifice 
their own internal values in order to ‘fit in’ with the nursing culture and 
Mackintosh (2006) agreed that the effects of socialisation whilst on placement 
had a negative effect on nursing students and their ability and willingness to 
care for the patient.  Carlson et al. (2010) also acknowledged that role 
modelling by mentors may lead to nursing students demonstrating poor as well 
as positive behaviours they have seen in a role model.  
 
Nursing students on placement reported that mentors exercised a level of 
control over them that determined whether they felt able to ask questions at a 
particular time, and they were warned “don’t rock the boat unless you can turn it 
over” (Cahill, 1996, p796), the implication being that they may receive a  
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negative report if they did so. Students desperately wanted to ‘fit in’, but not at 
the cost of doing an unfair share of the work.  The importance of the mentor as 
a role model is therefore apparent, and clearly has an impact on nursing 
students’ learning whilst on placement. 
 
Clouder (2003) considered the professional socialisation of occupational 
therapists and suggested that there was a great deal of ‘personal agency’ and 
strategy within the socialisation process and that researchers in the area had 
not taken a critical approach.  She used the term “learning to play the game” 
(p217) to describe how occupational therapy students learnt the written and 
unwritten rules and then complied with the system.  She found that students 
were actively engaged in considering how they presented themselves, and how 
they acted out their professional selves.  Two manifestations of this were ‘not 
rocking the boat’ and ‘putting up with things’. 
 
Within pharmacy the APhA-ASP/AACP-COD White paper on student 
professionalism (APhA-ASP/AACP-COD, 2000) stated that professional 
socialisation was often not ideal and that students are discouraged when they 
try to apply classroom learning to real life and told that it is unnecessary or 
impractical.  They warned that there can be inconsistent socialisation where 
professional behaviour in placement settings is less than professional and 
recommended strategies to counter the shock of inconsistent socialisation such 
as a debrief after each placement to consider the positive and negative aspects 
of the experience.  Other suggestions included the implementation of mentor 
training programs with a focus on professionalism, gaining student feedback on 
the professionalism of their mentors and giving mentor awards in recognition of 
high levels of professionalism.  
4.2.3.5. The hidden curriculum 
 
Hammer (2006) defined the ‘hidden curriculum’ in terms of values and 
behaviours that are transmitted to students, but are not formally taught.  She 
suggested that the hidden curriculum is fundamental to the way students 
behave as professionals, and recommended a focus on the learning 
environment and the role modelling of teachers, as well as considering a   
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student’s individual attitudes and beliefs. For placement learning specifically, 
she suggested considering the practice environment, how the student is valued 
as part of the practice, whether the student gets appropriate feedback and the 
role modelling they are exposed to.  
 
Roth and Zlatic (2009) also refer to the hidden curriculum and state that most of 
this is transmitted without explicit knowledge and formal systems.  If harnessed 
and used appropriately, they suggested that this could be a method of 
furthering professional development, however if inconsistent and uncontrolled it 
could cause untold harm.  The fiducial relationship necessary between 
pharmacist and patient is duplicated to some degree in the relationship between 
a teacher and their student, with important qualities such as respect and 
empathy for the student. Roth and Zlatic (2009) proposed that students who 
experience this kind of relationship with their teacher may be more likely to 
appreciate the value of such a relationship and replicate it with their patients.  
Conversely, students who experience the opposite kind of relationship with their 
teachers, for example arrogance or indifference, may be likely to go to on to 
model these behaviours themselves (Roth and Zlatic 2009). 
 
As mentioned in Section 4.2.2 above, Schafheutle et al., (2010) used the term 
‘organisational philosophy’ to describe elements within pharmacy schools in the 
UK that positively contributed to the development of professionalism.  This was 
most successful when the  ‘intended’, formally ‘taught’ and ‘receive’ curricula 
overlapped closely.  They proposed that high standards of professionalism 
needed to be ‘lived’ consistently throughout the school to support 
professionalism and professionalisation in students. 
 
An example of how the teaching of professionalism can fail where this is not the 
case was given by Adkoli et al. (2011).  They found that medical students in 
Saudi Arabia felt that they did not possess the professional qualities required of 
a doctor.  This qualitative study consisted of a thematic analysis of focus groups 
with final year medical students. Students felt that although they may have 
started the course with professional qualities, these had been eroded by their 
exposure to poor role models in their teachers.  Examples of poor 
professionalism included last minute changes or cancellations to lectures, a   
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focus on presenteeism rather than learning and a lack of feedback.  Students 
also felt the assessment system was unfair and that the organisational culture 
within hospitals made it difficult for them to perform procedures or to interact 
with nursing staff.  It is difficult to relate this study closely to professionalism in 
medicine or pharmacy within the UK as the cultural differences to Saudi Arabia 
are significant, however it does demonstrate the detrimental effect of an 
unconsidered hidden curriculum and poor role modelling.    
 
4.2.3.6. Professional socialisation on PRTP 
 
At the outset of this study, there was no literature considering the process of 
socialisation in pharmacists undertaking a PRTP in the UK.  However, in 2014 
Jee published his PhD entitled “The process of professional socialisation and 
development of professionalism during pre-registration training in pharmacy” 
(Jee, 2014), and accompanying publications (Jee et al., 2016a and 2016b). 
 
In his extensive study Jee (2014) used semi-structured interviews and 
behavioural questionnaires to explore longitudinally how professionalism and 
professional socialisation developed in participants undertaking a one year 
PRTP.  He found that upbringing had a significant effect on participants’ 
fundamental professional values, with the MPharm programme building on that 
foundation. 
 
Both trainees and their mentors had felt that it was important to learn to apply 
knowledge gained from undergraduate studies whilst on PRTP as opportunities 
to do this in a workplace setting had previously been limited (as discussed in 
Section 4.2). Ratings of all aspects of professionalism increased both 
quantitatively and qualitatively over the course of the PRTP, as measured by 
both trainees and their tutors.  These included appearance, interpersonal/social 
skills, responsibility and communication skills with particular increases seen in 
the responsibility and communication skills domains. Trainees felt that the 
people who had influenced them the most throughout the year were their pre-
registration tutor and other pharmacists.  Trainee’s confidence grew throughout 
the year as did the importance they assigned to professionalism (Jee, 2014).  
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This study (Jee, 2014) gives an initial insight into how pre-registration 
pharmacists develop professionalism whilst on placement.  It is important to  
note however that the exclusion criteria included students undertaking a 
sandwich degree or split PRTP, therefore students undertaking the UoB 
sandwich degree were not included. 
 
4.3. Other benefits of placements 
 
A review of the literature also revealed other aspects of learning that occur 
whilst on placement.  These can be broadly divided into three areas; authentic 
experiences of practice, bridging the theory-practice gap and career choice.  
The evidence for each of these is summarised in the following sections.   
 
4.3.1. Authentic experiences of practice 
 
Seeing the role and responsibilities of their chosen career first hand appears to 
be one of the most important aspects of placements for students.  Most of the 
literature in this area is within the nursing profession.  
 
O’Brien et al. (2008), used focus group interviews to explore the views of first 
year (non-mature) nursing students (in Ireland) of nursing as a career before 
they went on their first clinical placement.  One of the main themes they 
identified was ‘the caring component’. All students commented on this aspect of 
nursing and felt that this would be the area they most enjoyed; for many it was 
the primary reason they had chosen the profession.  Additionally, students felt 
that their clinical placements would confirm whether their impressions of the 
career had been correct and that they had made the correct career choice, 
using phrases such as “it will be the decider I think” (O’Brien et al., 2008, 
p1847).  
 
Nursing students’ perceptions of their first acute clinical placement were 
explored by James and Chapman (2009). They undertook their 
phenomenological study in Australia, using a hermeneutic interpretive 
approach, aiming to describe the participants’ experiences and interpret what   
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their experiences had meant to them. This was a small study, with researchers 
interviewing just six undergraduate nursing students after their first placement. It 
is of note that five of the students were ‘mature aged’ and four of the students 
had previous experience in healthcare, making it difficult to compare the 
findings to a typical school leaver undergraduate. Following thematic analysis 
the authors identified three primary themes; ‘being overwhelmed and 
confronted’, ‘patients as people’ and ‘perceptions of preceptors’.  These are 
interesting because as with O’Brien at al (2008) practical skills and knowledge 
were not viewed as the most important outcomes on this first placement; 
students prioritised feelings and gaining an understanding of the working 
environment.  The main value of the first placement for these students was in 
realising the reality of a ward as a busy environment with associated sights, 
smells and sounds, in seeing patients who were ill and in pain, and in realising 
that their patients were normal people with normal lives and that they were 
making a difference. This can be contrasted with the findings of Brown et al. 
(2005) in which 88% of pharmacy students felt that the development of 
pharmacy related skills were an important aspect of placement. These students 
mostly undertook their placements in community pharmacies, which are 
potentially a less overwhelming environment than a hospital ward. 
 
Hartigan-Rogers et al. (2007) used semi-structured interviews to determine how 
Canadian nursing graduates perceived their undergraduate placements. They 
determined four themes, two of which were ‘preparing for future employment’ 
and ‘experiencing realities of work-life’. Participants felt that learning the basics 
of nursing skills as well as experiencing the practicalities of the job (e.g. night 
shifts) had been vital aspects of their placements.  They also felt that hands-on 
patient care was important and that the same learning could not be achieved 
from situations that were solely observational. 
 
Finally, in their study of the benefits of veterinary placements, Magnier et al. 
(2011), aimed to understand the learning experience of work-based learning by 
interviewing mentors and students involved.  Mentors felt that the environment 
enabled students to apply their theoretical knowledge to work-based practice. 
Students agreed with this and felt that the placements provided an authentic 
environment, gave them experience of what real practice was like, as well as 
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the opportunity to observe the approach and behaviour of practising veterinary 
surgeons.  Developing an understanding of what it is like to actually do the job 
appears therefore to be of major significance to students undertaking 
placements, regardless of profession.   
4.3.2. Bridging the theory-practice gap 
 
The theory-practice gap in nursing has been described by many researchers 
over many years, and refers to the difference between what is taught in the 
classroom and what is seen in practice. 
 
As well as difficulties caring for patients in the manner they would like to, 
nursing students are also faced with learning a large amount of theory whilst in 
formal teaching.  The second theme identified by O’Brien et al. (2008), ‘the 
missing link’ refers to nursing students’ difficulty in understanding the 
importance and relevance of particular aspects of the taught curriculum, 
specifically physics, psychology and sociology.  Participants suggested that 
students may withdraw from the course before they had even completed a 
clinical placement because of the academic pressure.  O’Brien et al. (2008) 
concluded that the theory-practice gap could be partly overcome by ensuring 
that lecturers have a clear picture of the realities of practice and adapt their 
teaching accordingly, and by ensuring that practitioners are involved in 
curriculum development. 
 
Despite the body of literature relating to the theory-practice gap within nursing, 
there is relatively scant literature on the phenomenon within medicine, 
physiotherapy and pharmacy (Ward and Wasson, 2016; Cresswell et al., 2013) 
and there are no publications considering the phenomenon solely within 
pharmacy.  It may be that there is a larger theory-practice gap, due to the lack 
of placements available, or conversely, the less confronting environment of a 
pharmacy may result in a smaller theory-practice gap. 
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4.3.3. Career choice 
 
Placements are often used to encourage students to pursue a career in an area 
they may otherwise not consider, for example, there is evidence that medical 
students who undertake a rural placement are more likely to continue their 
career in a rural practice (D’Amore et al. 2011).  Medical students were also 
found to be significantly more likely to choose a community based career after 
the implementation of an 8 week long community placement, however the 
duration of this impact was not evaluated and may have been short-lived (Howe 
and Ives, 2001).  These findings have prompted the development of compulsory 
placements in areas where there are shortages of medical practitioners, 
particularly in countries such as Australia, New Zealand, Canada and the UK 
(D’Amore et al., 2011). 
 
McCall et al. (2009), undertook a grounded theory study to explore the influence 
of placements on the career intentions of Australian student midwives.  They 
identified two main themes: ‘midwifery as a career choice’ and ‘future midwifery 
career’. As with nurses in the study by O’Brien et al. (2008), midwives felt their 
placements helped to confirm to them whether they had made the right career 
choice.  Placements also helped them to think about what area of practice they 
might want to work in in future. For others, the placements had made them 
rethink their career prospects completely and suspend their studies; “the clinical 
placement is not what I expected it to be” (McCall et al. 2009, p407). The only 
study in this area within pharmacy found that the formation of a ‘residency club’ 
to promote pharmacy residency for American pharmacy students resulted in an 
increase in the number of applications for residencies, but did not elaborate on 
whether this actually increased the number of places filled (Knapp, 1992).   
 
There are no studies relating to the use of specific placements to influence 
career choice in pharmacy students in the UK, indeed given the relative scarcity 
of placements, this is unlikely to be a luxury any universities could afford to 
provide without significant investment from the relevant sector. 
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4.4. Summary of placement learning 
 
It has been demonstrated that students in all health care professions benefit 
from placements in many different ways.  A particular benefit of placement 
learning is professional socialisation and development of professionalism; a 
concept that is very difficult to teach and instill in a purely educational 
environment. Factors impacting on professional socialisation include role 
modelling, the learning environment and an individual’s pre-existing personality.  
These can be manipulated using the hidden curriculum, with the aim of 
developing desired professional behaviours and attitudes in students, however 
where this fails inconsistent socialisation may occur with significant 
consequences for individual students, which may include withdrawal from the 
profession.  
 
Other benefits to placements include exposure to the authentic working 
environment, bridging of the theory-practice gap, and confirmation of career 
choice.  
 
It is clear that there is a paucity of literature relating to the impact and learning 
gained from work-based learning placements within pharmacy, particularly 
within the UK.  Where students do have the opportunity for placements they are 
generally much shorter than those undertaken by other healthcare professions, 
and are therefore difficult to compare, particularly when considering the 
potential for ‘fitting in’. 
 
There is however, evidence that professionalism is developed on a year long 
PRTP, particularly aspects of communication skills and responsibility, resulting 
in students feeling more confident and able to apply their knowledge to practice. 
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4.5. Professional identity 
 
Given that professional identity emerged as a significant concept in this study, it 
is appropriate to introduce the topic early in the thesis. 
 
As stated in section 2.3.2.1 professional identity has been defined as: 
 
“the relatively stable and enduring constellation of attributes, 
beliefs, values, motives and experiences in terms of which 
people define themselves in a professional role” (Ibarra, 1999, 
p764) 
 
Professional identity formation is a relatively new concept in the literature and is 
not well understood.  It has recently become prominent due to the findings of 
Cooke et al. (2010) who recommended that addressing professional identity 
formation was an important area for reform in medical education.   
 
Noble et al. (2014) who are based in Australia, have begun to explore 
professional identity in pharmacy students, and proposed that supporting the 
development of professional identity formation before graduation can help 
students become the type of professional they want to be, in spite of the 
realities of practice.  They also suggested that enabling students to reflect on 
the examples of poor practice they have seen may help them to believe they 
have been equipped to change practice.  This study was published after data 
collection in my study was underway, and so was not considered until after the 
grounded theory had been developed, however it raised important issues to 
consider whilst reading this thesis, and is discussed in more detail in Chapter 
10. 
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4.6. Conclusion – a gap in the literature and the need for 
this study. 
 
As can be seen from consideration of the literature in Chapter 3, there is a 
large body of work considering the challenges of defining, developing and 
assessing professionalism in healthcare professionals.  Most definitions of 
professionalism have been values based and cannot easily be assessed in a 
quantitative manner.  Elvey et al. (2011) have proposed a description of 
professionalism that may resonate with students undertaking an early PRTP at 
UoB. 
 
The literature reviewed in Chapter 4 demonstrates that placements have been 
proposed as an approach to improve learning of professionalism and 
professional socialisation.  Role modelling is felt to be a vital component of 
professionalisation and the most obvious place for this to occur is on clinical 
placements.  At the outset of this study, there were few published studies 
explicitly linking professionalism to placements (Boyle et al., 2007; Carlson et 
al., 2010; Magnier et al., 2011; Schafheutle et al., 2010),  
 
What was less clear from the literature in 2012, was whether placements in 
pharmacy actually developed professionalism and if so, by what process. Jee 
(2014) demonstrated comprehensively that pharmacy students undertaking a 
one year PRTP did become professionally socialised over the course of that 
year, and improved in all aspects of professionalism measured.  He also 
demonstrated that role models, particularly pre-registration tutors and other 
pharmacists had a significant impact on the development of those students. 
 
When this study was conceived in 2012, the UoB was the only course in the UK 
to offer an intercalated (sandwich) MPharm degree to home students (GPhC, 
2016b).  At the time of submission of this thesis, in 2017, this was still the case.  
UoB students therefore are uniquely exposed to an early six-month PRTP in 
their MPharm degree, and there have been no published or unpublished studies 
exploring the impact this has on their professionalism, professional socialisation 
or professional identity. Schafheutle et al. (2010) found that students felt that  
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professionalism should be assessed over a long period of time and cited the 
UoB sandwich model as an example of how this could be achieved. 
 
Despite the lack of literature supporting the sandwich approach in pharmacy 
students in the UK, Modernising Pharmacy Careers (Smith and Darracott, 
2011), recommended the introduction of two integrated six month PRTP into all 
MPharm degrees.  Insights into the processes occurring in students undertaking 
the intercalated (sandwich) MPharm programme at the UoB would be 
instrumental in confirming or refuting assumptions made by the authors of MPC.   
 
This in turn would enable stakeholders such as the regulator, (the GPhC) , 
funding organisations (such as HEFCE and HEE), and other universities, to 
consider whether an integrated MPharm degree is worth the investment, and if 
it is, what changes need to be made to educational approaches to fulfill the 
potential of such a change. 
 
The aim of this study therefore was to use a grounded theory approach to 
explore the lived experiences of UoB students undertaking an early PRTP, 
particularly with respect to the development of their professionalism and 
professional socialisation. 
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5. Purpose statement and methodology 
5.1. Introduction  
 
As discussed in preceding chapters, many authors have sought to define the 
term professionalism within healthcare, particularly with respect to medicine and 
pharmacy.  This has proven difficult, with no consensus definition being 
reached to date.  As a consequence, although pharmacy courses, and indeed 
the GPhC (GPhC, 2012b) are explicit about the need for students to be 
professional they are not explicit about what this means and how it can be 
measured. 
 
The literature review in Chapters 3 and 4 has established that there is a lack of 
published literature relating to the effects of placement learning within pharmacy 
in the UK.  The generally held view is that placements help to familiarise 
students with both their chosen career and the workplace environment, and that 
the observation and interaction with role models on placements helps to 
develop a sense of professionalism and pride in their profession. 
 
This chapter aims to use the findings of the literature review to inform the 
overall purpose, design, approach and methodology of the study.  A purpose 
statement is included and was an explicit statement of the primary objective of 
the study (Creswell, 2007); this will differ depending on the particular approach 
taken. I have also included a broad, over-arching central research question and 
seven sub-questions, in order to be as clear and concise as possible about the 
reasons for undertaking this study (Creswell, 2007). 
 
Specific methods employed will be described in Chapter 6. 
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5.2. Purpose statement 
 
The purpose of this constructed grounded theory study (Charmaz, 2006) was to 
understand the lived experiences of MPharm sandwich students during the 
early pre-registration training period, and to generate a substantive theory that 
explains how professionalism develops during this time.  
 
For the purposes of this study, grounded theory was defined as, “the discovery 
of theory from data – systematically obtained and analysed” (Glaser and 
Strauss, 1967a, p1) and the constructivist approach was that outlined by Kathy 
Charmaz (2006). 
5.3. The central research question 
 
The over-arching research question was; what is the substantive theory that 
explains how the development of professionalism occurs in third year pharmacy 
students undertaking an early pre-registration training placement? 
5.4. Research sub-questions 
 
Sub-questions can be issues based (focusing on the problems or issues), or 
procedure based (aiming to gather information needed for description and 
analysis) (Stake, 1995, cited in Creswell, 2007: 109). Both issues and 
procedure based sub-questions were appropriate for this study, and are 
described below. 
 
In this study the issue sub-questions were: 
 
 How do students describe their development as a professional at this 
stage in their undergraduate education?  
 How do students feel their professionalism has been developed on their 
early pre-registration training placement?   
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 Do students feel that the early pre-registration training placement had a 
positive or negative impact on their own professional development as a 
pharmacist?  
 What is students’ understanding of the term ‘professionalism’ at this point 
in their degree? 
 
Procedure based sub-questions followed the methods for generating a 
constructed grounded theory and helped to ensure that methods are followed 
appropriately (Charmaz, 2006; Creswell, 2007):  
 
 What categories emerge on initial coding of the data?   
 What is the emerging central phenomenon of interest? 
 What caused this phenomenon, what are the conditions that influence it 
and how are these shaped by context and consequences?  
5.5. Methodology 
 
In this section I will describe the possible approaches that could have been 
used in this study, and explain why I have used the constructivist grounded 
theory approach. 
5.5.1. Characteristics of qualitative compared to 
quantitative research methods 
 
Quantitative research aims to verify existing theories or hypotheses and usually 
involves measuring specific variables.  It is appropriate where the issue is 
relatively simple, well understood and defined and can be measured in a 
reliable way (Bowling, 1997).   
 
In contrast, qualitative research is useful when the aim is to understand 
meanings and interpretations, or to describe intangible aspects such as an 
experience, belief or values (Wisker, 2008). It is also a useful approach when 
there is little established knowledge in an area and the aim is to generate 
hypotheses and theories rather than to test them (Kairuz et al., 2007a).  Finally,  
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qualitative research aims to find a ‘deeper truth’; a holistic approach that 
considers the complexities of human behaviour (Greenhalgh and Taylor, 1997). 
 
The lack of published literature in the area of the development of 
professionalism in pharmacy students during placements, combined with the 
aims of this study therefore suggested a qualitative approach to this study was 
the most appropriate. 
5.5.2. Philosophical approach 
 
There are many approaches to qualitative research, and it was important to 
consider my philosophical standpoint as well as the aims of the study before 
determining the most suitable approach.  
 
Creswell (2007) outlined the five philosophical assumptions that should be 
carefully considered when undertaking qualitative research.  The first, ontology, 
related to the perceived nature of reality and the acknowledgement that reality 
is subjective rather than objective.  In realism, there is assumed to be a single 
reality that is objective and independent of peoples’ perceptions.  In 
constructivism the belief is that multiple, differing, realities are constructed by 
individuals (Waring, 2012).   
 
Secondly, epistemology considers the way that knowledge is constructed, 
interpreted and represented.  This continuum ranges from positivism to 
constructivism (Wisker, 2008).  A positivist approach assumes that knowledge 
can be gained through direct observation or measurement of phenomena 
(Waring, 2012), whereas an interpretivist approach assumes that knowledge is 
instead developed by the mind’s interpretation of events. A constructivist 
approach is based on the belief that knowledge and meaning are constructed 
from interactions between people, events and things (Wisker, 2008).  Charmaz 
(2006) proposed that rather than being discovered, grounded theories are 
constructed from our past and our interactions with people, their perspectives, 
and research practices, which is a philosophy that I subscribe to.   
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The third assumption, axiology, referred to the value-laden nature of research 
and the need for the qualitative researcher to give an open and honest account 
of their own values and biases, as well as those of their participants (Creswell, 
2007).  This is in stark contrast to procedures followed in quantitative research, 
and is something I have aimed to do throughout this study.  
 
Fourth was the rhetorical nature of the research; how it will be reported. As 
discussed in section 1.2, in qualitative studies the convention is to write in the 
first person and with informal language (Creswell, 2007), as I have done here. 
 
Creswell’s fifth and final assumption, was the methodology used; the way the 
researcher conceptualises the research process (Creswell, 2007). This will be 
discussed in detail in the remainder of this chapter.   
 
Waring (2012) also contributed an additional, and vital consideration; the 
specific methods to be used, which will be detailed in Chapter 6.  
 
5.5.2.1. My philosophical approach 
 
My philosophical stance is that of a social constructivist.  I believe that multiple 
realities are constructed by individuals, based on their experiences and beliefs. 
Therefore in this study I have aimed to co-create a grounded theory based on 
participants’ views of their situation alongside my own interpretation (Charmaz, 
2006; Creswell, 2007; Waring, 2012; Wisker, 2008)  
5.5.3. Methodological approach 
 
Cresswell (2007) discussed the defining characteristics of the five most 
commonly used methodological approaches to qualitative research; grounded 
theory, ethnography, narrative research, phenomenology and the case study.  
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5.5.3.1. Why grounded theory? 
 
Grounded theory aims to go beyond simple description and generate a 
substantive theory, grounded in the data collected from participants; a theory 
based on observation rather than deduction (Kairuz, 2007b).  It was developed 
by Glaser and Strauss (1967a) as a credible alternative to the positivistic 
paradigm and involves the constant comparison of data to inductively derive 
theory (a summary of the history of constructivist grounded theory is given in 
Section 5.5.4).  As the aim of this project was to move beyond description and 
consider the process by which the participants develop professionalism in order 
to generate a substantive theory, grounded theory methods were the most 
appropriate approach.  Such a theory would be useful to help the various 
stakeholders involved in the early pre-registration training period understand 
what happens whilst on placement and how the experience can be improved 
(Creswell, 2007).  As my philosophical stance is that of a constructivist, I feel 
that my values cannot be separated from the way I view and interpret the data 
derived, and therefore generate theory. Charmaz’s version of grounded theory, 
known as constructivist grounded theory (Charmaz, 2006), was therefore 
appropriate.  
5.5.3.2. Why not another qualitative method? 
 
An ethnographical approach considers the shared patterns of behaviour, 
language and beliefs of an entire culture, and typically involves more than 20 
participants (Creswell, 2007). Whilst the participants in this piece of research 
did become a cultural group when they returned to University as students, their 
pre-registration training placements were undertaken individually, with every 
student having a different experience from the rest, meaning that ethnography 
would not have been the best choice of approach for this study. 
 
The remaining qualitative approaches introduced by Creswell (2007) include 
phenomenology, narrative and case studies, which could have been used for 
this study.  Phenomenology considers the lived experiences of several 
individuals and aims to describe the common features of individuals undergoing 
a specific experience and to interpret them.  It usually involves extensive and 
prolonged engagement with a small group of participants and aims to describe  
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their experiences and convey the ‘essence’ of the phenomenon, but does not 
generate theory.  Narrative and case study approaches are used to capture 
detailed stories of the life of one or two individuals and also require spending 
large amounts of time with the individuals being studied, in the study 
environment. These approaches would not have been possible for this study, 
on account of the time available to undertake data collection, and the 
practicalities of observing students whilst on their pre-registration training 
placement.  In addition, I was interested in elucidating a particular general 
process, rather than an individual life story (Creswell, 2007). 
5.5.4. Grounded theory methodology 
 
Grounded theory is a qualitative research method that has been used 
extensively in both healthcare (Harris, 2015; Charmaz, 2006) and education 
(Waring, 2012). It is useful because it helps the researcher to consider why a 
phenomenon occurs, rather than simply describing it (Harris, 2015).   
 
It is useful to consider how grounded theory has developed and changed over 
the years, as it has a complex history. This helps to understand where the 
various viewpoints originate and how the methods can be used. 
5.5.4.1. The beginnings of grounded theory 
 
In 1965 Glaser and Strauss published the first study that used the Grounded 
Theory Method (GTM), “Awareness of Dying” (Glaser and Strauss, 1965), which 
was then followed in 1967 by their seminal book, “The Discovery of Grounded 
Theory” (Glaser and Strauss, 1967a). 
 
Both authors were sociologists, however they came from considerably different 
backgrounds, with Glaser having undergone significant training in quantitative 
methods and Strauss working in symbolic interactionism and ethnographic 
approaches at the Chicago School of Sociology (Bryant and Charmaz, 2007a). 
When working on their analysis of dying, the two authors developed and used 
systematic methodological strategies that enabled the development of theory 
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that was grounded in the data rather than from pre-existing theories (Charmaz, 
2006). 
 
At this point in time, most sociological studies used a positivist approach that 
stressed objectivity, generality, scientific logic and replication of research. They 
assumed an external, knowable world that could be predicted based on the 
discovery of causal explanations and the separation of facts from values and 
emotions (Charmaz, 2006). Qualitative research had been unable to 
demonstrate production of reproducible fact, and therefore was viewed merely 
as preliminary work to aid the production of quantitative data (Glaser and 
Strauss, 1967a).  The interpretation of meaning or intuition were not viewed as 
scientifically valid, with qualitative research being described as unsystematic 
and biased; based on impressions and anecdotes (Charmaz, 2006).  This 
meant that qualitative researchers refined existent theory, but rarely explicitly 
generated new theory, and where they did they used apologetic language, such 
as, “we only had a few cases” and, “the hypothesis is tentative” (Glaser and 
Strauss, 1967a, p17). 
 
In “The Discovery of Grounded Theory” Glaser and Strauss (1967a) set out to 
explain how theory could be generated, or discovered, from systematically 
obtained data from social research; a process which they contrasted with theory 
that is generated by logical deduction.  They listed five ‘jobs of theory in 
sociology’ which overall suggest that theory must have clear enough categories 
to be verifiable in research (this means that quantitative studies must be 
possible), that it must be understandable to sociologists, students and laymen, 
that it must ‘fit’ the situation being researched and ‘work’.  Glaser and Strauss 
(1967a) stated that if a theory is discovered in a systematic manner, the 
researcher can be ‘relatively sure’ that it will both fit and work.  They also 
argued that where these relationships can be demonstrated, they are difficult to 
refute. 
 
In her book, “Grounded Theory for Qualitative Research”, Urquhart (2013, p4) 
helpfully presented 12 key features of grounded theory, which are a useful 
summary of the main aspects of the methodology and were useful to bear in 
mind when conducting grounded theory, particularly as a novice researcher:  
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5.5.4.2. Glaserian and Straussian grounded theory 
 
”The Discovery of Grounded theory” (Glaser and Strauss, 1967a) is somewhat 
difficult to read, however it is the classic grounded theory text and the original 
instructive text for the method.  Glaser and Strauss went on to write other key 
texts; “Time for Dying” (Glaser and Strauss, 1967b) and  ”Status passage” 
(Glaser and Strauss, 1971) together. Glaser (1978) also wrote “Theoretical 
sensitivity” in which he discussed the use of literature and the need for the 
researcher to begin with as few predetermined ideas as possible.  
  
 “The aim of grounded theory is to generate or discover a theory 
 The researcher has to set aside theoretical ideas in order to let the 
substantial theory emerge 
 Theory focuses on how individuals interact with the phenomena 
under study 
 Theory asserts a plausible relationship between concepts and a 
sets of concepts 
 Theory is derived from data acquired from fieldwork interviews, 
observation and documents 
 Data analysis is systematic and begins as soon as data is 
available 
 Data analysis proceeds through identifying categories and 
connecting them 
 Further data collection is based on emerging concepts 
 These concepts are developed through constant comparison with 
additional data 
 Data collection can stop when no new conceptualisations emerge 
 Data analysis proceeds from open coding, through selective 
coding to theoretical coding 
 The resulting theory can be reported in a narrative framework or a 
set of propositions” 
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Glaser and Strauss had ultimately different approaches to sociological research. 
Glaser did not acknowledge that the researcher’s background, their own 
viewpoints, history and relative privileges effects what they are able to see in 
the data.  Strauss however, indicated early on in his career his view that the 
way people view objects changes based on their perspective (Bryant and 
Charmaz, 2007b).  In 1990 Strauss and Corbin (Strauss and Corbin, 1990;  
Corbin and Strauss, 2008) developed a systematic approach to grounded 
theory to aid novice qualitative researchers.  This resulted in a dispute between 
Barney Glaser and Anselm Strauss and the two went on to develop separate 
strands of grounded theory methodology, known as Glaserian and Straussian.   
 
Glaser proposed three separate steps to the coding process; open, selective, 
and theoretical coding (Glaser, 1978), whereas Straussian grounded theory 
used four; open, axial, selective and coding for process (Strauss and Corbin, 
1990).  It is important to note that even where terms are the same, the two 
researchers had different approaches, for example in Strauss’ version of open 
coding it involves the identification of both properties and dimensions (Strauss 
and Corbin, 1990), whereas Glaser insisted that the addition of the dimensional 
analysis can result in forcing categories and therefore viewed the dimensional 
analysis as forming part of theoretical coding (Walker and Myrick, 2006 and 
Glaser, 1992).  Glaser also objected to the coding paradigm and conditional 
matrix that Strauss and Corbin suggested (Glaser, 1992; Corbin and Strauss 
1990; Urquhart 2013), as again, he felt it was forcing coding and would destroy 
creativity.  
 
Glaserian grounded theory has been described as, “more flexible and closer to 
the original ideas of grounded theory” (Urquhart, 2013, p34).  It was founded on 
critical realism and the belief that there is one reality that can be discovered 
(Howard-Payne, 2015).  Glaser also believed that data must be allowed to 
emerge from the data and that Strauss’ methods ‘force’ data (Charmaz, 2006; 
Glaser, 1992).  In addition, unlike Strauss, Glaser did not recognise that what 
researchers can see is shaped by their own viewpoints and history (Bryant and 
Charmaz, 2007b).   
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In contrast, advocates of the Straussian method find it the more practical 
approach, particularly as researchers are likely to be embedded in the area they 
are working in, giving them a clear understanding of the context and 
background literature (Howard-Payne, 2015).   
 
Walker and Myrick (2006, p558) stated that perhaps the main difference 
between the two is that, “it is simply more a science with Strauss, and more an 
art with Glaser”.   
5.5.4.3. Charmazian/constructed grounded theory 
 
Current practice of grounded theory can be further divided into objectivist and 
constructivist approaches. Objectivist grounded theory stemmed from the 
positivist tradition and so assumes an external reality whilst considering neither 
the stance of the researcher nor the social context of the data. In contrast, 
constructivist grounded theory is interpretive, assumes multiple realities and 
acknowledges subjectivity throughout (Charmaz, 2006). 
 
When describing constructed grounded theory, Charmaz aims to use the 
methods in a flexible way, as advised by Glaser and Strauss in their original text 
(Charmaz, 2006).  She places more emphasis on views, values and 
assumptions of participants than on the specific methods of research, and 
advocates using active words when coding (gerunds) (Creswell, 2007).  
Charmaz’s view is that theories are not discovered, but that they are 
constructed by the researcher’s interpretation of the studied world, and as a 
result of their past and present involvements and interactions (Charmaz, 2006). 
The role of the researcher is therefore an important feature of constructed 
grounded theory (see Section 1.5 and Section 5.5.2.1). The constructivist 
researcher must therefore take a reflexive approach in order to understand how 
their values affect their interpretation of the data (Morse et al., 2009, Charmaz 
2006).  
 
I have endeavoured to take a reflexive approach throughout the study.  I have 
provided evidence in appendices to demonstrate how I have continually 
reflected on the process and how my own ideas may have influenced the 
grounded theory generated.   
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5.5.4.4. Limitations of grounded theory 
 
The grounded theory approach is not without its limitations and critics.  In their 
text, “The Discovery of Grounded Theory: Strategies for Qualitative Research’” 
Glaser and Strauss (1967a) suggest that the researcher should approach the 
data with no preconceived theories or ideas (tabula rasa). This implies that 
there should be no prior knowledge of the literature when beginning a study.  
This is in conflict with modern research procedures, as ethical approval will not 
be given for a study without evidence that the research questions have not 
already been answered in the literature (Wisker, 2008).  In addition, the 
educational process of gaining a doctorate requires that a literature review be 
undertaken (Wisker, 2008).   Some authors have contested that Glaser simply 
meant that a literature review did not need to be done prior to starting, and 
others have suggested that he meant that the researcher should not begin with 
a theory to prove (Urqhart, 2013). Covan (2007) expressed frustration that even 
as her mentor, Glaser never told her when the literature should be read.   
 
Ironically, considering its routes, grounded theory itself has been labeled as 
positivist (Charmaz, 2006; Bryant and Charmaz, 2007b).  Bryant and Charmaz 
(2007b) have contested that this is more a result of what was accepted at the 
time, than the intrinsic structure of grounded theory, and that repositioning the 
method within the current environment of acceptance of uncertainty and 
indeterminacy demonstrates this.  Critics suggest that the approach involves 
systematising creativity, which could just as easily be done by a computer.  
There has also been dispute about the rigour associated with grounded theory, 
with some authors claiming that it does not separate discovery from verification 
(Arthur et al., 2012).   
 
Despite these limitations, grounded theory has proven a useful tool for 
undertaking qualitative studies and generating theory. 
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6. Methods 
6.1. Recruitment of participants  
6.1.1. Selection of participants 
 
Recruitment for the study was voluntary with inclusion criteria being that the 
participants were currently studying the MPharm five year degree programme at 
the University of Bradford and had recently successfully completed their first 
PRTP.  
 
The study was publicised using various methods, including emails to the entire 
cohort and announcements in lectures that included an explanatory leaflet in 
order to obtain informed consent (Appendix 3 and Appendix 4).  
 
6.1.2. Sample size 
 
Unlike many qualitative methods, one of the identifying characteristics of 
grounded theory is that data is collected until categories are saturated.  
Although appearing to be a simple concept, there has been much controversy 
over when and how this actually occurs (Charmaz, 2006).  Theoretical 
saturation is said to have been reached when “gathering fresh data no longer 
sparks new theoretical insights, nor reveals new properties of your core 
theoretical categories” (Charmaz, 2006, p113).   
 
It was therefore not possible to specify a sample size at the outset of such a 
study, participants are recruited and data is collected until theoretical saturation 
is apparent (see Section 6.4.9). It was however expected that a minimum of ten 
participants would be needed. 
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6.2. Data collection 
 
There are many methods of data collection techniques that have been used in 
qualitative studies; interviews, focus groups, observations, videos, memoirs and 
autobiographies, amongst others (Corbin and Strauss, 2008).  These can be 
used alone, or in combination in an effort to triangulate data (Morse and 
Richards, 2002). 
 
Several methods of data collection were considered for this study; observations, 
focus groups and interviews. As every student was on placement in a different 
pharmacy observation would have been difficult in this scenario.  It is also more 
suited to observing what participants do (action), rather than their values and 
beliefs (Wisker, 2008).   
 
Interviews were selected as the most appropriate method of data collection, for 
reasons outlined in the following sections. 
6.2.1. Focus groups 
 
Focus groups, or group interviews, are a method of collecting data using 
interviews.  They utilise group discussions to identify and explore the 
perceptions and ideas of a group of individuals and are used widely in market 
research, health promotion and educational research (Bowling, 1997; Arthur et 
al., 2012).  They are useful when aiming to learn from experiences, co-create 
knowledge or generate theory, amongst others and as such would be useful for 
this study.  An advantage of focus groups is that they stimulate discussion, 
allowing insights into consensus and diversity.  They may be useful to allow the 
views of marginalised groups to be heard and considered (Kairuz et al., 2007b) 
and can have huge benefits for participants, allowing group debate and the 
airing of views that may not occur in one to one interviews (Arthur et al., 2012).   
 
Focus groups also have several disadvantages. It is impossible to assure 
confidentiality in a group interview situation and groups need to be carefully 
balanced to ensure participants do not feel socially constrained (Bowling, 1997). 
There is the risk of silence, dominance and polarisation within the group which  
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 may mean that some participants do not feel able to voice their views honestly 
(Kairuz et al., 2007b); this may discourage some groups of potential participants 
from taking part (Arthur et al., 2012).  In addition, the moderator will have an 
influence on the discussions and needs to be skilled at group facilitation as well 
as unbiased (Arthur et al., 2012).  
 
Whilst focus groups would have been a justifiable method of data collection for 
this study, it was felt that the ability to discuss in detail a participant’s personal 
experience and views made one-to-one interviews more useful.  Participants 
may also have had concerns about confidentiality, particularly if they had 
negative views of their placement, as they were still studying and may not have 
wanted to disagree openly with their peers. 
6.2.2. Interviews 
 
Interviews have been used by many qualitative researchers aiming to establish 
how people perceive the world and interpret their own experiences. They are 
essentially structured conversations where the researcher aims to reconstruct 
events that they did not experience (Rubin & Rubin 2012). By using interviews 
with several participants the researcher is able to generate knowledge about 
complex events from the perspective of those who experience them (Kairuz et 
al., 2007a). 
 
There are several flexible characteristics of interviews; the questions asked are 
open, allowing the respondent to determine their own response (in contrast to 
surveys which use pre-determined responses) and there is an interactive 
relationship between the interviewer and respondent, which enables clarification 
and there is a structure and purpose to the conversation (Gillham, 2005).  
Research interviews usually focus on exploring a specific research question in 
great depth (Rubin and Rubin, 2012). 
 
Interviews can be classified in many different ways, and the type of interview 
used can have a crucial effect on the quality and quantity of data collected.  The 
  
 71 
choice of interview is often determined by a combination of the context and 
purpose of the research and the available resources (Gillham, 2005). 
 
For the purpose of this study, the interviews were ‘research interviews’; they 
had the purpose of generating knowledge.  Journalistic and therapeutic 
interviews involve different approaches and different purposes that do not apply 
in this case (Kvale and Brinkmann, 2009).   
 
Data for this study was collected with the use of semi-structured interviews 
(Charmaz, 2006). These provided opportunities to explore peoples’ views and 
perceptions on issues as well as to clarify ambiguous replies (Kairuz et al. 
2007b; Charmaz, 2006).  Individual interviews are also useful when little is 
known about the topic and where detailed insights are needed (Gill et al., 2008).  
Wisker (2008) suggests that interviews are appropriate when information is 
required about emotions, thoughts and feelings, sensitive information and/or 
insider information and privileged insights.  These were all applicable in this 
study. 
6.2.2.1. Methods of conducting interviews 
 
When considering the type of research interview to be used in this study, 
several options were considered.  The conducting of interviews ‘at a distance’ is 
often used when either time or resource costs are an issue, and can include the 
use of telephone and email interviews. These methods have both advantages 
and disadvantages.  For the most part the researcher is unlikely to get a full 
response to highly personal questions via email, and neither form allows for the 
reading of cues relating to sensitive issues (Gillham, 2005).  Conversely, some 
researchers have found participants more willing to divulge sensitive information 
via email, as they are more private and give the interviewees longer to respond 
and to hide their emotional responses (McCoyd & Kerson, 2006).  The internet 
may also help to gain access to some populations that are hard to reach or 
unwilling to talk publicly, for example victims of abuse or those who have had 
terminations of pregnancies, however this was not an issue in my study (Rubin 
and Rubin, 2012). 
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Telephone interviews have been used widely in healthcare research, with one 
study finding equal accuracy rates with telephone interviews compared to face-
to-face interviews (Mishra et al., 1993). Telephone interviews are however 
generally regarded as being only useful for brief, non-sensitive questionnaires 
(Bowling, 1997). 
 
It is generally agreed that face-to-face interviews are likely to generate more 
information than those done at a distance.  They provide opportunities to 
explore people’s views and perceptions on issues as well as to clarify 
ambiguous replies (Kairuz et al. 2007b; Charmaz, 2006).  
 
In this study, where the aim was to identify the feelings and experiences of the 
participants about an important time of their life, I felt it was most appropriate to 
conduct face-to-face interviews.   
 
As the participants in this study spent a lot of time at the University, the cost in 
time and resources of face-to face interviewing were relatively low.  No travel 
costs were required, and interviews could be easily be fitted in between 
academic studies.  I felt that students were unlikely to spare the amount of time 
needed to reply to email interviews and that telephone interviews would be 
difficult to schedule and adhere to.  In addition, I felt that the benefits from face-
to-face interaction would add great value to the study.  
 
6.2.2.2. Types of interview 
 
Most qualitative interviews can be classified as semi-structured or unstructured.  
Unstructured interviews, which have also been described as naturalistic, in-
depth or narrative interviews, have very little organisation and often start with a 
simple question asking participants to talk about their experiences.  The 
interview then proceeds based on the answer to the initial question (Gill et al., 
2008).  As with all techniques, there are both advantages and disadvantage to 
using unstructured interviews. The approach allows the gathering of rich data 
relating to feelings and thought process of the participant (Wisker, 2008), and is 
particularly useful if the topic has been the subject of little or no previous 
research, as in this case, as it may highlight important research questions.   
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Unstructured interviews are also often used where the subject matter may be 
sensitive to allow participants who may be inhibited to tell their story with their 
own words and structure (Gillham, 2005).  
 
The time taken to conduct unstructured interviews may be significant and 
difficult to manage (Gill et al., 2008). Participants may become confused by the 
open nature of the question (Gill et al., 2008) and it can be extremely difficult to 
draw conclusions from the huge amount of data that may be generated (Wisker, 
2008).  
 
Semi-structured interviews are used widely in qualitative research and 
grounded theory (Charmaz, 2006; Gill et al., 2008).  They consist of several key 
questions that guide the participant towards the area to be explored, but have 
the flexibility to diverge to explore responses and ideas in more detail (Gill et al., 
2008). Whilst Gillham suggested that the same questions should be asked to all 
participants involved in the study (Gillham, 2005), this approach does not work 
with grounded theory.  Adjustment of the interview questions is necessary as 
themes and theory emerge; the study may initially use broad questions which 
allow the participants to talk, and change to more direct questions as categories 
emerge (Glaser and Strauss, 1967a). 
 
For several reasons I chose to use semi-structured interviews for this study. 
The grounded theory approach used, as well as the current lack of knowledge 
in this area meant that a structured interview approach was not appropriate. 
Idealistically, an unstructured approach would have been suitable for this study 
as so little was known about the subject. Glaser (1998) suggested that planned 
interview guides may result in preconceived codes, however Charmaz (2006) 
contested that an interview guide allows some advanced consideration of the 
wording of questions in order to avoid the use of loaded language and 
questions.  
 
As a pharmacist with extensive experience of interviewing patients in order to 
gain a medication history in a short amount of time, I had no previous 
experience of conducting in-depth research interviews and so felt that some 
structure would be helpful (Gill et al., 2008). Therefore I decided that employing   
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a semi-structured rather than an unstructured approach would be more 
manageable, allowing divergence in order to explore a response or idea whilst 
defining the areas to be explored, enabling the interview to be completed in less 
time (Gill et al., 2008).  In addition, the participants were unlikely to fully 
understand the concept of professionalism at this stage of their education and 
may have floundered without prompts or structure.  
 
An initial interview guide was prepared (Appendix 5), and questions were 
continually adapted as a result of constant comparative analysis to enable 
theoretical saturation (Glaser and Strauss, 1967a; Charmaz, 2006). 
 
6.2.2.3. Skills required for face-to-face interviewing 
 
Interviewers need to be able to direct and control the interview, whilst limiting 
their own, potentially biasing participation to a minimum (Kairuz et al., 2007b; 
Bowling, 1997).  The development of a good rapport between the interviewer 
and interviewee is vital and can have an important effect on the progression of 
the interview (Gill et al., 2008). Respondents should feel able to talk freely 
about their feelings, thoughts, experiences, attitudes and behaviours.  Charmaz 
(2006) suggested that there is a specific etiquette to undertaking an intensive 
interview; the interviewer is able to stop to explore a specific topic, request more 
information and detail, ask about the participant’s thoughts, feelings and actions 
and slow or quicken the pace.  In turn the participant is able to tell their story, 
reflect on events, be the expert, choose how to tell their story and teach the 
interviewer about their interpretations and to express thoughts and feelings in a 
way considered unacceptable in normal conversation. These are different rules 
to those employed in day-to-day life.  
 
Kvale and Brinkmann (2009) have used two metaphors to describe 
interviewers, ‘miners’ and ‘travellers’ to reflect the different epistemological 
perceptions of interviewing.  The miner is collecting knowledge; simply 
uncovering existing knowledge that is buried in the interviewee, in a way that 
maintains its purity. Transcription ensures that this knowledge remains pure and 
unpolluted as the researcher extracts the facts.  In contrast, the traveller enters 
into conversations with the interviewees, and interprets the stories and  
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narratives by “roaming freely around the territory” (Kvale and Brinkmann, 2009 
p48).  This leads to the construction of new knowledge. These dichotomous 
views are useful, however in reality an interviewer must be both a miner and a 
traveller.  
 
It was important to acknowledge that there is power asymmetry in interviews; 
they are not open dialogue between two egalitarian partners (Kvale and 
Brinkmann, 2009).  Kvale and Brinkmann (2009) cited several reasons for this. 
The interviewer asks questions while the interviewee answers them, and 
interviews often follow an agenda that may be more or less hidden, depending 
on the researcher.  The conversation itself is not the goal, rather the aim is for 
the interviewer to gain narratives and descriptions of experiences in order to 
analyse them.  Finally, it is the interviewer who analyses, interprets and reports 
the comments made by the interviewee.  This imbalance of power can lead to 
‘counter-control’, where the interviewee withholds information, questions the 
researcher and may withdraw from the study (Kvale and Brinkmann, 2009). 
 
The ability to listen and adopt neutral and open body language are important 
skills that an interviewer must possess in order to conduct a productive 
interview (Gill et al., 2008).   In this case it was important that as the interviewer, 
I was able to explore the interviewee’s view of the world without bias and with 
cultural sensitivity and understanding. It was vital therefore that I neither agreed 
nor disagreed with the participant (Bowling, 1997) and did not try to argue the 
strength of my own perceptions (Kvale and Brinkmann, 2009). I also needed to 
be prepared to deal with alternating phases of openness and withdrawal, trust 
and distrust (Bowling, 1997).  Consequently, the language I used was very 
important.  Leading questions, biased questions and double negatives can all 
lead to confusion and were  avoided where possible (Bowling, 1997).   
 
Rubin and Rubin (2012) proposed a style of interviewing that they termed 
‘responsive interviewing’.  The aim is to develop a relationship of trust between 
the interviewer and interviewee, using friendly and gentle questioning and 
allowing for flexibility in questioning.  How this works will usually depend largely 
on the personality of the interviewer, but may need to be altered according to  
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the interviewee, for example more follow-up questions may be needed if the 
answers given are superficial and nervous interviewees may need more chat 
than others.  Rubin and Rubin (2012) stated that it is important for interviewers 
to be sensitive to their own emotions and stereotypes as participants will usually 
sense them, whether they are acknowledged or not.  They also suggested that 
it is important for the researcher to ensure that they are not feeling stressed or 
fatigued when interviewing, perhaps by going for a quick walk beforehand. It is 
also worth remembering that this type of interview is forgiving and most 
mistakes can be recovered.  It was important for me to be aware of the physical 
and mental challenge of interviewing and for this reason, I aimed to conduct no 
more than two per week (Rubin and Rubin, 2012).   
 
Rubin and Rubin (2012) recommended consciously adopting a ‘research role’ 
that is understood and accepted by the participants.  This may include student, 
professor or author roles, but it is important that the role is part of who you 
actually are as participants will detect dishonesty.  This was difficult for me as I 
was both an academic and student, and the participants were aware of this. I 
explained to students that in order to gain my doctorate I needed to write a 
thesis, and that I was really interested in the real world from a pharmacy 
student’s point of view.  They seemed to respond to this and I felt confident that 
the discussions we had were honest. 
 
It was important to be aware of cultural differences between myself and the 
participants.  I am white, middle class and have been working as a qualified 
pharmacist for ten years. Many of the pharmacy students at the UoB are not 
white (Indian, Pakistani, Bangladeshi, Chinese) and are from a low income 
background (Higher Education Statistics Agency (HESA), 2016).  Therefore, 
although we had pharmacy in common, there were many differences between 
us and our backgrounds.   There have been conflicting ‘opinions about whether 
an ‘insider’ or ‘outsider’ can obtain better results from interviews.  In this study I 
was able to present myself as a combination of insider and outsider; my 
familiarity with pharmacy and the MPharm degree gave me insight as an insider 
whereas my role as an academic made me an outsider.   
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I aimed to ensure that I consistently clarified my understanding with the 
participant, to check that that I had not imposed by own beliefs when 
interpreting their response.  
 
Participants were asked if they were willing to be invited to a voluntary second 
interview to allow data collection and clarification on emerging themes.  This 
was to enable theoretical sampling and constant comparative analysis to occur 
(Charmaz, 2006; Glaser and Strauss, 1967a). 
 
6.2.2.4. Conducting the interviews  
 
Fourteen students participated in the study; a summary of participants can be 
found in Appendix 6.  Interviews were conducted between 11th October 2012 
and 26th October 2015 (with a gap between June 2013 and June 2014 as I was 
on maternity leave). 
 
The first few moments of the interview are vital in establishing trust and rapport 
(Kvale and Birnkmann, 2009), therefore it was important that interviews were 
undertaken in a neutral setting, free from distractions and at a time and place 
suitable for participants.  
 
Before interviews were commenced the aim of the study and any ethical issues 
relating to confidentiality and anonymity were explained to the participant in a 
neutral way (Kvale and Brinkmann, 2009).  It was also explained that the 
interview would be digitally recorded and transcribed and that the participant 
could withdraw at any time (Bowling, 1997; Gill et al., 2008).  This was vital to 
ensure informed consent, increase the likelihood of honesty throughout the 
interview, and to orientate the participant to the structure of the interview (Gill et 
al., 2008).  I ensured that I was familiar with the interview guide beforehand in 
order to appear natural during the interview, as the first few moments of an 
interview are decisive (Gill et al., 2008).  The interviews were recorded with the 
use of a digital recording machine in order to allow verbatim transcribing, and 
eliminate the necessity to make copious amounts of notes throughout the 
interview (Bowling, 1997). Brief notes on observations and thoughts were made 
in order to allow me to revisit important issues during the interview.  
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It was important to be sensitive when closing the interview as the experiences 
discussed may have been emotional or distressing for the interviewee, (Kvale 
and Brinkmann, 2009), however, none of the participants appeared to have 
been distressed by the content of the interview. 
 
Following each interview, I made some notes about any pertinent facts, 
disruptions and observations as well as my general impression of the interview 
(Bowling, 1997)  
6.3. Ethical issues 
 
There were several ethical issues that needed to be considered when 
undertaking this study, as it was important that participants were not harmed by 
taking part, and that they could give their informed, written consent to 
participate (Bowling, 2009).   
 
The research proposal was submitted to the University of Bradford ethics panel 
and approval was received on 22nd August 2012 (Ref: E.244) (see Appendix 
7). 
 
Confidentiality was important for the participants as they were still studying for 
an MPharm degree at the university.  They may have been concerned that any 
negative comments they made may have caused bias amongst academics and 
affect their final grades.   It was important to reassure participants that their data 
would be treated confidentially and that they could withdraw from the study at 
any time resulting in any stored data being destroyed.   
 
As discussed above students who were considering participating were given an 
information sheet (Appendix 4) to help them decide whether they wished to 
participate.  The information sheet also stated that any information or opinions 
expressed would only ever be available to others (including academic staff) in 
an anonymised form once analysis is complete.  
 
Recorded audio information and electronic transcripts were stored on a 
password protected file on a personal (not shared) drive and any paperwork   
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was stored in a locked filing cabinet and will be destroyed once analysis and 
write up is complete (Kvale and Brinkmann, 2009).  Following agreement to 
participate, a signed consent form (Appendix 4) needed to be received before 
any interviews took place. 
 
6.3.1. Potential for harm or distress to participants 
 
The interviews took up to one hour each, so participants may have experienced 
some inconvenience in donating their time. 
 
If the participant had a difficult pre-registration training period they may have 
found recounting some of the details distressing.  The School of Pharmacy had 
a ‘link lecturer’ system in place at the time, which aimed to identify students who 
were struggling early on in their training period and offer support for any 
problems.  This system meant that few, if any, students should have been 
seriously unhappy with their training period on completion, as any important 
issues were addressed on an ongoing basis. 
 
There was potential that illegal or unsafe practices will be revealed (for example 
if a student reported that they saw a pharmacist doing something illegal) which 
may have been distressing for the participant to recount.  The GPhC’s student 
“Code of Conduct” requires that students “Use [their] professional judgement in 
the interests of patients and the public” (GPhC, 2010, p7) obliging them to 
report such incidents.  The UoB School of Pharmacy had a Director of 
Placement Learning who actively sought feedback on pre-registration training 
placements, and if necessary participants would have been strongly 
encouraged to report any unprofessional/illegal/unethical behaviour to them via 
the usual routes. 
 
The overall likelihood of participants experiencing distress was low, and the 
study may have had benefits for the participants by encouraging them to reflect 
on the learning they gained from their training period. 
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6.3.2. Potential safety issues for the researcher 
 
Whilst the wellbeing of the participants was paramount, it was also important to 
consider and minimise any safety issues that may have faced the researcher, 
particularly when potentially emotional issues may have been discussed.  
 
Interviews were on a one-to-one basis so the interviewer was alone with the 
participant.  Interviews were recorded and took place within working hours and 
in University rooms so there were few safety issues.  
 
In addition all participants were students at the UoB School of Pharmacy and 
were therefore identifiable in the unlikely event of any threatening incidents. 
6.3.3. Role of the researcher 
 
There was potential for students to feel they cannot be honest in their 
interviews, due to power differences (Section 1.5).  In the interviews I reiterated 
that confidentiality would be maintained and that participants should feel free to 
be completely honest in their responses, in order to minimise this.  The 
interviews took place in a neutral room rather than my office, in an effort to 
minimise the perception of power differences 
6.4. Data collection and analysis 
 
Grounded theory methodology uses specific methods of data analysis, primarily 
coding and the constant comparative method. As discussed above, the two 
researchers who originally developed grounded theory differed on their use of 
coding, with Glaser advocating the use of open, selective and theoretical coding 
(Glaser 1978) and Strauss preferring open, axial and selective coding (Strauss 
and Corbin, 1990; Corbin and Strauss, 2008). 
 
As this study used constructivist grounded theory methodology, the process that 
was used was that developed by Charmaz (2006); initial, focused and 
theoretical coding. An example of my coding process can be found in Appendix 
8.  
 81 
6.4.1. Transcription of interviews 
 
The interviews were transcribed word for word by a professional transcriber, this 
was to ensure that all data was available for analysis.  Transcribers can 
encounter difficulty capturing accurate meaning from the spoken word, for 
example the incorrect insertion of commas or full stops, which can completely 
change the meaning of a sentence (DiCocco-Bloom and Crabtree, 2006). It was 
therefore important that I carefully checked each transcription for accuracy 
whilst listening to the recording.  I also made interview notes both during and 
after the interview to ensure the context and atmosphere of the interview were 
preserved in the analysis. 
6.4.2. Initial coding 
 
Charmaz (2006) suggested three ways of approaching initial coding; word-by-
word coding, line-by-line coding and incident-by-incident coding. Word-by-word 
coding is particularly useful for coding data such as documents, or internet data, 
as it allows attention to the flow of the words as well their individual meaning.  It 
is however extremely time consuming. 
 
Charmaz suggested that line-by-line coding has been used by many grounded 
theorists for interviews, detailed observations and autobiographies as it ensures 
you remain open to the data and maintain focus (Charmaz, 2006). It involves 
coding each line of data (Glaser, 1978). Charmaz (2006) also suggested the 
use of incident-by-incident coding, which is similar to line-by-line coding, and 
facilitates the identification of properties of the categories.  
 
These detailed approaches help to ensure fit and relevance, and guard against 
the researcher imposing their own background and motives onto the data.  In 
essence, it ensures that any theory is grounded in data. 
 
For this study I used using line-by-line coding to complete initial coding,  
although where appropriate incidents within the lines were also coded. This is 
described as “breaking the data up into their component parts” by Charmaz  
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(2006, p50); a flexible strategy to help with coding, which can help to discover 
new ideas that can be built upon. 
 
Glaser (1978, p70) and Strauss (1987, p33) suggested the use of “in vivo” 
codes; the terms used by participants themselves that condense and crystallise 
their meanings.  These were utilised where appropriate in order to preserve the 
meaning imparted by the participants.  These are characteristic of the social 
world and organizational world of the participant and reflect their assumptions 
and actions (Charmaz, 2006).  An example of this was the focused code Oh my 
God, these are patients which later became patients as people.  I also aimed to 
use gerunds in both my coding and memos in order to maintain a focus on 
actions and processes (Glaser, 1978 and Charmaz, 2006). 
 
Whilst there is software to facilitate coding, I felt that Microsoft Word and Excel 
were more useful.  I was able to code with comments in Word quickly and easily 
as I read the transcript, and a spreadsheet in Excel enabled me to link the 
codes together and include page numbers for ease of data retrieval later.  
6.4.3. Focused coding 
 
Focused coding was the second phase of coding. This involved making use of 
the most significant or frequent earlier codes to examine larger quantities of 
data (Charmaz, 2006).  The codes produced were more selective and 
conceptual than those generated by line-by-line coding and helped to identify 
which of the initial codes were the most useful to help categorise and analyse 
the data. 
6.4.4. Axial coding 
 
Charmaz (2006) discussed axial coding, which was suggested by Strauss and 
Corbin (1990).  They suggested that whilst open (or initial) coding breaks the 
data down into smaller parts, axial coding is the method by which data is put 
back together, making explicit the relationships between categories and  
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subcategories. The idea is to clarify the conditions that give rise to a category in 
terms of its context, strategies used to handle and manage it, and its 
consequences. Charmaz (2006) suggested that this type of coding can be a 
useful framework to help researchers, but that care must be taken to ensure 
that it does not limit vision. For this reason, I did not employ axial coding in this 
analysis. 
6.4.5. Theoretical coding 
 
The final stage of coding was theoretical coding; codes that integrate focused 
codes to specify relationships between the codes and help to move the 
researcher towards a grounded theory. 
 
Here, I also used “diagramming to integrate relevant categories” (Charmaz, 
2006, p61) in order to link categories with other categories, usually with the use 
of mindmaps (see Appendix 9 for an example).  I also made use of the 
paradigm model as an analytical tool (Strauss and Corbin, 1990), in order to 
help clarify the emerging ideas and ensure richness of categories.  An example 
of this can be seen in Appendix 10.   
6.4.6. The constant comparative method 
 
One of the fundamental principles of grounded theory is the use of the constant 
comparative method (Glaser and Strauss, 1967a), an explicit and systematic 
procedure for analysing data.  
 
The method involved comparing and contrasting incidents within the same 
interview and between different interviews.  This helped me to see different 
views of the same process and define the properties and dimensions of 
categories. It also helps the researcher to discover how their own assumptions 
and biases have affected their coding.  Undertaking this method helped me to 
move from descriptive coding to a more abstract level (Charmaz, 2006, Glaser 
and Strauss, 1967a and Strauss and Corbin, 2008). 
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Analysis of data using the constant comparative method in this study was 
documented in memos throughout the period of the study. 
6.4.7. Memo-writing 
 
Memo-writing to help analysis is a cornerstone of grounded theory methodology 
(Glaser and Strauss, 1967a; Charmaz, 2006).  Corbin and Strauss (2008) 
suggested the use of both memos and diagrams as methods to think about and 
analyse a topic, and in this study, I used memos and mindmaps to help me to 
analyse my data. An example of an important memo can be found in Appendix 
11.  This was used to achieve theoretical sampling (discussed below) by adding 
new aspects to the interview guide. 
 
Memos lead to abstraction and capture the position of the researcher at a given 
point in time (Glaser, 1978), and enable the capture of thoughts, comparisons 
and connections made and helps to form new ideas and insights (Charmaz, 
2006).  They may go on cumulatively to form part of the final analysis, and 
enable the researcher to keep track of progress.  Charmaz described the use of 
memos as a way to “stop and analyse your ideas about the codes in any-and 
every-way that occurs to you during the moment” (Charmaz, 2006, p72). She 
recommended using informal language for personal use and treating memos as 
“partial, preliminary and provisional” (p84).   
 
Charmaz suggested several methods of writing memos including ‘clustering’ 
(Clarke, 2005) and freewriting.  Both were employed as part of this study, with 
freewriting proving particularly useful. 
6.4.8. Theoretical sampling and sensitivity 
6.4.8.1. Theoretical sampling 
 
Glaser and Strauss included a chapter on theoretical sampling in their seminal 
book, “The Discovery of Grounded Theory” (1967a) and as such it is viewed as 
one of the cornerstones of grounded theory methodology. They defined it as: 
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“the process of data collection for generating theory whereby the 
analyst jointly collects, codes and analyses his data and decides 
what data to collect next” (Glaser and Strauss, 1967a, p45) 
 
At the beginning of a study, initial sampling was used; the aim was to gather 
material in such a manner as to uncover as many relevant categories as 
possible (Strauss and Corbin, 1990; Charmaz, 2006).  However, as the study 
progressed and categories emerged theoretical sampling enabled the collection 
of data to develop and refine categories, to ensure a complete understanding of 
their properties and dimensions (Strauss and Corbin, 1990; Charmaz, 2006). 
 
I was interested in students who had recently completed an early PRTP and so 
my inclusion and exclusion criteria remained the same throughout the study.  
However, with the use of memos I continually adapted the interview guide and 
my approach to ensure that I was gaining information to complete the significant 
categories (see Appendix 11 and Appendix 12).  
 
6.4.8.2. Theoretical sensitivity 
 
Glaser and Strauss (1967a) also discussed the importance of a researcher 
being able to have theoretical insight into the area they are researching; they 
termed this ‘theoretical sensitivity’. They stressed the importance of remaining 
theoretically sensitive by not committing to one specific theory early on in the 
research process.  Glaser  (1978) wrote a whole book, “Theoretical sensitivity”, 
in an effort to help people to describe their findings theoretically; to be able to 
describe, construct and appreciate the variable aspects of the theory.  This 
book proved extremely useful when developing my theory.  
 
Gibson and Hartman (2014) suggested developing this sensitivity by reading 
grounded theories and provide some example references to help this.  Doing 
this enabled me to develop an appreciation of theoretical language, theory and 
frameworks. (Gibson and Hartman, 2014). 
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Gibson and Hartman (2014) also discussed the difference between ‘prior 
interests’ and ‘preconceptions’ and how they can be considered reflexively in 
grounded theory.  An example reflection of how I tried to achieve this can be 
found in Appendix 13. 
 
6.4.9. Theoretical saturation 
 
In keeping with grounded theory methodology, data collection and analysis 
continued until saturation of the categories was achieved (Glaser and Strauss, 
1967a). This means that gathering new data is no longer adding to the 
theoretical properties of the theoretical categories (Charmaz, 2006).  I was 
satisfied that this was achieved after 14 interviews, however this point is difficult 
to determine. 
 
As with most aspects of grounded theory, there has been debate over exactly 
when theoretical saturation is achieved. Dey (1999) proposed that data cannot 
be saturated without undertaking exhaustive coding, and that saturation itself 
may be an artifact of the way data are handled.  Charmaz (2006) suggested 
that in order to avoid superficiality and stopping data collection early, it is 
important to be open to the field and go back to the data if necessary. 
6.4.10. Reflexivity 
 
It is important to adopt a reflexive approach to any qualitative research, but 
particularly for constructivist grounded theory.  This involves the documentation 
of decisions made about the conduct of the research and enables the reader to 
determine how the researcher’s views and assumptions have influenced the 
study (Charmaz, 2006).  It also involves constant reflection on the relationships 
between the researcher and participants in the study (Gibson and Hartman, 
2014).  
 
I have endeavoured to achieve this throughout this thesis, and as demonstrated 
by Appendices 11, 12, 13 and 17. 
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6.5. An example of the development of a category – 
Developing a professional identity 
 
The importance of the kind of pharmacist I want to be (initial code) was 
apparent from the first interview, with participant #1.  She spoke extensively 
about a positive role model, who had shown her what a pharmacist can do if 
they have the right approach. This was how #1 wanted to be when she qualified 
as a pharmacist. This first interview generated initial codes including: role model 
(+ve), the kind of pharmacist I want to be, go the extra mile and duty as a 
pharmacist.  Participant #1 also spoke about a negative role model she had 
seen and this generated initial codes such as; role model (-ve), the kind of 
pharmacist I don’t want to be, doing the minimum and spectrum of pharmacists. 
 
I noted the potential importance of the category the kind of pharmacist I want to 
be on analysis of this first transcript, using initial coding.  After the second and 
third interviews I was becoming certain that this was a significant category (see 
Appendix 11) 
 
Mindmapping (see Appendix 9) and Strauss and Corbin’s paradigm model 
(Strauss and Corbin, 1990; Corbin and Strauss, 2008) was used to explore this 
category in detail. Charmaz’s guidance on raising a code to a category was also 
used to ensure richness of the category, in line with the methodology of 
constructivist grounded theory (Charmaz, 2006).  The interview guide was 
continually adapted to ensure data was collected to flesh out the properties and 
dimensions of the category. 
 
With the use of the above tools and the constant comparative method the 
category was refined and the properties and dimensions identified.  The 
relationship of the core category to the other major categories was also 
continually explored and refined, for example, the two codes the kind of 
pharmacist I want to be and the kind of pharmacist I don’t want to be were 
merged into the category developing a professional identity, which was 
described as a process.   
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As the properties and dimensions of the category were defined and 
relationships between them explored, a diagram was used to illustrate the 
process of developing a professional identity. 
 
This process continued alongside data collection, until theoretical saturation 
was reached.  
6.6. Summary 
 
A constructivist grounded theory approach was taken to this study, and after 
ethical approval was given, data was collected via face-to-face semi-structured 
interviews.   
 
Data was analysed according to constructivist grounded theory methods 
(Charmaz, 2006) using initial, focused and theoretical codes. Constant 
comparative analysis was undertaken with the use of memo-writing, and 
diagramming, which then enabled theoretical sampling to occur via adaptation 
of the interview guide.  
 
Theoretical sensitivity was achieved by immersing myself in theoretical literature 
and I endeavoured to maintain a reflexive approach to ensure that the 
categories developed were grounded in data.   
 
I collected data until theoretical saturation was achieved.    
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7. Laying out the theory – part one 
7.1. Introduction to the chapter 
 
The purpose of Chapters 7, 8 and 9 is to describe and explain the grounded 
theory developed as a result of this study (Strauss and Corbin, 1990).  I will 
present and explore the core category developing a professional identity, and 
four other major categories and their subcategories, alongside the evidence and 
justification for each category.   
 
I outline the style conventions I have followed when presenting the data in 
Appendix 14. 
 
7.2. The participants 
 
Fourteen students participated in the study. Eleven (79%) of these were female 
and the remaining three (21%) were male.  This is in contrast to the 
female:male ratio of 60.4%:39.6% amongst registered pharmacists (GPhC, 
2014) and 61.4%:38.6% amongst pharmacists who registered in the year 2011 
(Hassell, 2012). 
 
Nine (64%) of the participants had undertaken their first PRTP in community 
pharmacy and (36%) in hospital pharmacy. This was a higher proportion 
working in hospital pharmacy compared to registered pharmacists where 72% 
work in community pharmacy and 23% in hospital pharmacy. (GPhC, 2014).  All 
but one of the participants had undertaken some paid work in community 
pharmacy, either as a part time job or a summer placement.  The participant 
who had not previously worked in community pharmacy undertook her PRTP in 
a hospital.   
 
As outlined in Section 6.2.1.4 interviews were conducted between 11th October 
2012 and 26th October 2015 (with a gap between June 2013 and June 2014 as 
I was on maternity leave). All of the students had undertaken their first PRTP in   
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the second half of their third year of the MPharm.  The final two students 
however were following the ‘new’ MPharm programme that was significantly 
more integrated than the previous programme and had been accredited by the 
GPhC in 2012, however the issues that emerged from their interviews indicated 
they had had a similar experience and learning on their PRTP as the students 
on the ‘old’ programme. 
7.3. Assumptions  
 
I have made two major assumptions in the development of the theory and it is 
important to be explicit about these from the outset. 
 
Firstly, the context of the theory; whilst there were minor differences in the 
amount and type of previous work experience of participants, the consistent 
context in this study was that of an undergraduate MPharm student undertaking 
an early pre-registration training placement, in either a community or hospital 
pharmacy environment. This context is therefore assumed throughout and not 
stated explicitly in the theory. 
 
Secondly, the theory is a socially constructed theory.  I have focused on the 
process of developing a professional identity whilst on the early PRTP and 
therefore aspects such as personality, gender and background are not explicit 
components of the theory.  I am not suggesting that these factors are 
unimportant and do not influence an individual’s approach to their learning, 
however, they are relatively fixed and therefore do not form part of the 
sociological process. 
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7.4. The grounded theory 
 
The grounded theory developed can be summarised by the diagram below.  
This will be referred to throughout the chapter in order to explain the 
relationships between the categories (it has also been reproduced at the back 
of the thesis (Appendix 18) for ease of reference). 
 
Figure 7.1: The grounded theory 
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Glaser (1978) suggested several criteria that a core category must satisfy.  In 
brief these were:  
 
- It must be central and related to as many other categories as possible 
- It must recur frequently in the data 
- It takes longer to saturate than other categories 
- It relates easily and meaningfully with the other categories 
- It has a clear and ‘grabbing’ implication 
- It has relevance and explanatory power 
- It is highly variable 
- It can be any kind of theoretical code e.g. a condition, a process (as in 
this case) or a consequence  
 
Whereas Glaser (1978) and Corbin and Strauss (2008) implied that there can 
only be one core category in a grounded theory, in her constructivist approach 
Charmaz (2006) suggested that several core categories may need to be 
included.   
 
Although there was therefore no need to restrict myself to one core category, 
developing a professional identity was clearly the most significant process in 
this study, and therefore this was pursued and developed as the single core 
category in the theory.   
 
As described in Chapter 6, other significant categories were developed and 
their relationships with the core category explored.  In addition to the core 
category, four major categories were identified, all relating to the core category. 
Finally, subcategories of the major categories were identified; these brought 
together several focused codes under one heading to help achieve richness of 
the relevant major category. 
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 The major categories and associated subcategories were therefore: 
 
1. Realising the reality of the profession  
a. Understanding of the role 
b. Acceptance of the role 
 
2. Developing practical knowledge and skills 
a. Doing the job 
b. Confidence 
 
3. Learning from mentors 
a. Learning from role models 
b. Learning from feedback  
c. Support and reassurance 
 
4. The core category: Developing a professional identity 
a. Reflection 
b. Selection of attributes 
c. Professional socialisation 
d. Perception of role 
 
5. Now a trainee professional 
a. Motivation to learn 
b. Behaviours and attitudes 
 
Using two of Glaser’s coding families ‘the six Cs’ and ‘process’ (Glaser, 1978), 
the first three major categories in the list can be described as conditions; they 
explain why, how and what happens.  The core category, developing a 
professional identity, can be described as a process with four stages and 
category five, now a trainee professional is primarily a consequence.   
 
I have addressed each of the major categories in the order they appear in the 
diagram (Figure 7.1) I have described the properties and presented the 
relevant evidence for the ‘condition’ categories; realising the reality of the  
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profession, developing practical knowledge and skills and learning from mentors 
in Chapter 8.  The core category, developing a professional identity is 
presented in detail in Chapter 9, followed by the ‘consequence’ category; now a 
trainee professional. 
 
The conventions I have followed throughout the following two chapters are 
outlined in Appendix 14. 
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8. Laying out the theory – part two 
Major categories; the conditions  
 
This chapter presents the evidence for the three ‘condition’ categories within the 
grounded theory; realising the reality of the profession, developing practical 
knowledge and skills and learning from mentors. 
8.1. Realising the reality of the profession 
8.1.1. Introduction 
 
For many of the participants, realising the reality of the profession was at least a 
surprise, or more often, a shock. All participants had had some kind of 
pharmacy experience before embarking on placement, however, the length of 
the pre-registration training placement enabled them to get a real sense of both 
the positive and negative aspects of the profession. 
 
This major category was initially coded as the focused code realising the 
responsibility of the pharmacist but on further exploration and analysis, it 
became clear that whilst this was a significant part of the category, other 
important revelations to include were vulnerability of patients/oh my god these 
are patients (in vivo codes) and the spectrum of pharmacists. The properties 
and dimensions of this major category are summarised below: 
 
Table 8.1: Table to show the properties of realising the reality of the profession 
and their dimensions. 
Property Dimensions 
Understanding of the role None----------------------------------------------Complete 
Acceptance of the role None----------------------------------------------Complete 
 
Participants were at varying points of the dimensions of each property before 
and after placement. 
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The property understanding of the role consists of three further subcategories 
that are detailed in section 8.1.2 below: 
 
 Spectrum of professionalism  
 Responsibility of the role  
 Patients as people  
 
As a result of developing this understanding participants gave consideration to 
whether they were capable of doing the job.  All participants accepted the role 
to one degree or another. Whilst students who do not accept the role may 
choose to complete their degree and then change career path, it is more likely 
that they would have already withdrawn from the programme and therefore no 
longer have been part of the cohort, and been excluded from this study. 
8.1.2. Understanding of the role 
 
Realising the reality of the profession occurred for most of the participants whilst 
on the early pre-registration training placement.  Some felt that their summer 
placements had also helped prepare them for this: 
 
“I think summer placement prepared me really well” #6, p2. 
 
None thought that university teaching or the compulsory work based learning 
placements had really prepared them for the reality of the role: 
 
“In university they do sort of make out as if it’s a nice world out 
there and I don’t think they prepare us mentally” #2, p26. 
 
Participants realised that the job involves long hours which often included 
unpaid overtime, with very little or no reward: 
 
“I found it really hard […] It was just when it was too long and I 
was on my feet all day”  
#3, p22. 
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“We were supposed to finish at half five but then the dispensary 
was too busy we had to stay back till seven or half past six […] 
We were meant to get our lieu time back but we still haven’t got 
that back” #2, p17. 
 
Participants often approached the pre-registration training placement with the 
assumption that all pharmacists and pharmacies would be similar.  They also 
often did not appreciate the responsibility of the role.  This explains two of the 
subcategories of this major category; spectrum of professionalism and 
responsibility of the role, which describe why participants began to realise the 
reality of the profession. These will now be discussed in more detail.  
 
8.1.2.1. Spectrum of professionalism 
 
In the first interview, participant #1 used the term “spectrum” to describe the 
variations in professionalism.  This was a powerful statement and quickly 
produced the in vivo initial code spectrum of pharmacists: 
 
“You don’t realise that OK there’s gonna be this spectrum.”  
#1, p10. 
 
These sentiments were echoed again and again by different participants: 
 
“I mean some people just want a job so you go in there and you 
come out and just get your money and that’s it […] But then 
there’s other people that sort of do actually want to help people, 
do want to make the most of people’s medicines and do want to 
give them advice” #2, p13. 
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“Like locums I’ve had that just sit there and check and they can 
clearly see that you’ve got a whole pile of red baskets but they’re 
not helping you dispense because they’re a pharmacist and they 
just want to check […] And I don’t think that’s, that’s not the right 
attitude to have and yes I don’t think they’re very professional  
because you’re not there to just check.  That’s not all a 
pharmacist does is check and when they don’t speak to patients 
or give patients any extra information.” #4, p18. 
 
“Yes I’ve been […] really fortunate to work with […] really good 
pharmacists […] the reason why I call these pharmacists high 
quality pharmacists is because I’ve had the opportunity to work 
with pharmacists that you wouldn’t necessarily consider you 
know high quality” #9, p13. 
 
Consequently, there can be said to be a spectrum of professionalism: 
 
“I think they’re both professional in different aspects […] they 
both speak to patients properly, like professionally and I think […] 
the second pharmacist was more professional with the staffing 
team […] I think the first one was very professional to patients 
but wasn’t as professional with the team.” #14, p29. 
 
Also the same pharmacist could exhibit professional and unprofessional 
behaviours, depending on the situation, for example one participant spoke 
about a pharmacist who was always late: 
 
“She had a very good rapport with all of the customers ‘cause 
she’d been in that pharmacy for like 30 odd years so you know, 
all the customers are fine with it and said oh we’re just waiting for 
[the pharmacist] and were like oh it’s okay it’s [the pharmacist], 
it’s fine so, but I do think you need to be on time like you’ve got 
to be on time for stuff.  It’s not really fair on the customers or the 
staff” #5, p21  
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This realisation prompted participants to reconsider their personal definition of 
professionalism.  They all found it difficult to give an exact definition of what 
professional or unprofessional behaviour entails, and expressed confusion 
about this: 
 
“It’s still possible to push the boundaries in other less severe 
ways and I suppose there’s an undefined line there as to whether 
you are professional or unprofessional.” #8, p21. 
 
“Like if they’re really late all the time it means that they don’t 
think, they don’t think it’s important to be timely […] they could 
still do a really good job but it’s hard, difficult one that actually.” 
#7, p21. 
 
“Because you know obviously you can’t do anything until the 
pharmacist is there so I mean that’s the responsibility that you’ve 
got […] being responsible is part of being a professional so yes 
I’d see that as unprofessional […] you’ve definitely got to have 
the whole package.” #9, p19. 
 
Despite the uncertainty all participants felt they had successfully identified 
examples of both professional and unprofessional behaviour when they saw it: 
 
“I used to always look at him and think that’s the kind of 
pharmacist I want to be.  I wanna go that little mile extra not just 
do the basic job.” #1, p7. 
 
“I want to sort of, in the hospital I’m working at I want them to 
think you know, yes she does, she can deal with the questions, 
she can look, she can use and make the use of the resources 
we’ve got […] (not) she’s a pharmacist that doesn’t know, doesn’t 
have the clinical knowledge, doesn’t have the knowledge of what 
a pharmacist is meant to have.” #2, p17. 
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“If you see…how people…are detrimentally affecting the staff 
environment […] obviously you think to yourself oh, I don’t want 
to be like that […] I want to be like the other people who are 
respected and not… disliked shall we say, for good reason.”  #8, 
p14. 
 
8.1.2.2. Responsibility of the role 
 
The second aspect of participants developing their understanding of the role 
was the responsibility of the role. Many of the participants commented that they 
had had no idea of this before going on placement: 
 
“I did that mistake, I thought there must be so much 
responsibilities for pharmacists.  It’s quite hard, like it’s really 
stressful especially every single decision.” #3, p21. 
 
“I felt I should double check my work […] it is (the) pharmacist 
responsibility to check everything before it goes out” #13, p22. 
 
Participants realised that patients trusted them, and if they were unprepared, 
did not have the knowledge, or were unprofessional, they could have a serious 
impact on a patient’s wellbeing: 
 
“If you got them wrong like you give the wrong dose to a patient 
and that patient […] could die or come become severely ill […] 
the amount of responsibility that you have as a pharmacist is a 
lot” #4, p31. 
 
“It’s important when it happens in real life because you know that 
there is a direct harm to a patient” #6, p20.  
 
The subcategory patients as people will now be discussed in more detail in the 
following section. 
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8.1.2.3. Patients as people 
 
Participants often had a fairly sudden realisation that patients were vulnerable 
and trusted them to give them correct information and advice: 
 
“You never imagine like they’re so vulnerable like that and 
everything you say they just trust you, like everything you say.” 
#3, p26. 
 
“She treated them all differently because you know, they’re all, 
they’re all very vulnerable and so she knew how to speak to 
them and she knew how sort of prise information that she wanted 
out of them and so she also knew how to speak to the families”  
#10, p10. 
 
Many participants described a specific moment when they realised that patients 
are real people: 
 
“I think when you’re doing like your degree you don’t realise, like 
you do realise that oh it’s patients, but when you actually go into 
practice it’s like a whole different scenario.  You think oh my god 
these are patients.  I’m gonna be looking after these soon so it 
definitely helped, placement yes.” #1, p7. 
 
“I was caring for the patient.  I was really scared about something 
happens to him […] I couldn’t stop crying and you know, when 
you feel that if something happens to a patient it’s your fault […] 
It makes it more like personal”. #3, p13. 
 
“I learned like that they’re [alcoholic patients] not just like drunk in 
and out patients .  Like you kind of get to know them quite well 
and I think that’s good. 
Right and is that something, would you have said that 
before you went on pre-reg or do you think that’s something 
you managed, you picked up really when you were there?  
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I think I had an idea but like I didn’t understand how much time 
they actually could spend with like one set of family or one 
patient at all.” #11, p7. 
 
This was totally different to seeing cases in teaching at university: 
 
“Them situations can’t be mimicked at university or like in a 
lecture you can’t teach that […] It’s not real, you’re not in a real 
pharmacy, you’d be in a mock university pharmacy […] you’d 
know the patients aren’t real as well” #4, p12. 
 
“I think it’s important when it happens in real life because you 
know that there is a direct harm to a patient […] So you would 
take it more seriously.” #6, p20. 
 
The ability to empathise was mentioned by several participants as being an 
important aspect of the placement.  They were seeing patients who were 
obviously ill and this made them feel differently about them: 
 
“You’ll do the drug history but some pharmacists forget to ask 
them how they’re actually feeling.  Are these medicines even 
helping?” #1, p8. 
 
“About recognising whether the patient wants to talk or doesn’t 
want to talk or whether they’re happy for you to give them this 
extra information or if somebody’s not interested at all – it’s about 
reading that.” #4, p23. 
 
This was not always viewed positively by participants: 
 
“Some patients when we first got were really awkward patients 
and I thought oh my god, and then when it actually comes to the 
point where […] they pass away or whatever you actually feel a 
bit sad for them.  Yes, it’s not nice.  Like having them there every   
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day and then they’re not there anymore, it’s quite strange yes.” 
#11, p7.   
 
This empathy in turn made participants consider what their duty as a pharmacist 
was: 
 
“That’s your job role and if you can’t do that then that’s not good 
is it?”  #2, p9. 
 
One participant even went as far as to say she had dedicated her life to 
patients: 
 
“At the end of the day you’re taking this career on.  You’re not, 
it’s like you’ve dedicated your life towards patients, that’s how I 
look at it anyway.  I know it’s really extreme to say that but I think 
that’s what it is.”  #1, p16. 
 
Participants became more careful with their dispensing and checking after 
making an error that had an impact on a patient, in an effort to avoid patient 
harm: 
 
“After that dispensary mistake […] I changed everything.  I 
changed the way I checked products and labels” #3, p13. 
 
One participant was afraid that she would go to prison if she made a mistake 
but the rest of the participants talked about the potential harm to a patient and 
the effects it would have.   
8.1.3. Acceptance of the role 
 
Other emotions that participants felt as they began to understand the role 
included feeling overwhelmed and that they would be unable to cope, or that 
they would not have enough knowledge (open code fear of not knowing 
enough): 
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“We need to know our clinical knowledge otherwise we’re just not 
gonna look good.  We’re just gonna be standing there thinking I 
don’t know.” #2, p4. 
 
“That’s what I kind of worried most about is like being able to 
have the knowledge ‘cause I’ve seen like the acute pharmacist, 
she was just so good………And I just feel so far away from that 
at the minute.” #7, p9. 
 
As participants’ understanding of the role developed, and they spent more time 
in the environment, they began to feel that they could accept the role for 
themselves: 
 
“By the end of it I think either I rang medicines information or I 
gave them information that I was quite sure was good advice” 
#10, p6 
 
“It made me feel as if this is my job, I can do this’” #2, p19.  
 
None of the participants in the study said that they did not feel that they could 
accept the role of a pharmacist, and all talked about the future with the implicit 
assumption that they would qualify and work as a pharmacist. 
8.1.4. Link with other categories 
8.1.4.1. Link with developing practical knowledge and skills 
and learning from mentors 
 
Realising the reality of the profession prompted participants to consider whether 
they had the practical knowledge and skills to cope with the job, and to do it 
well.  Many participants learned about the reality of the profession by observing 
their mentors and how they dealt with the responsibility and difficult or 
unpredictable situations. 
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In turn, developing practical knowledge and skills and learning from mentors 
enabled them to gain a better understanding of what the role entails. 
 
These links are illustrated by the double-headed arrows between the condition 
categories in Figure 7.1. 
 
8.1.4.2. Link with developing a professional identity 
 
On realising the reality of the profession, participants began to consider the kind 
of pharmacist they wanted to be; the end of the spectrum of professionalism 
they wanted to be on, the responsibility of being in charge and having to make 
all the decisions, and how they could do their best for patients.  
 
These questions led them therefore, into the process of developing a 
professional identity (see section 9.1).  In addition, as they engaged with the 
process of developing a professional identity, they began to develop their own 
view of the reality of the profession and what was required to be a ‘good’ 
pharmacist. 
 
These links are illustrated by the double-headed arrows between realising the 
reality of the profession and developing a professional identity in Figure 7.1. 
 
8.2. Developing practical knowledge and skills 
8.2.1. Introduction 
 
The phenomenon developing practical knowledge and skills is the accumulation 
of knowledge and skills that are needed on a day-to-day basis by 
pharmacists.  It was high on the agenda for all participants and whilst it partly 
refers to material participants have been taught at university, a lot of it does not.  
It includes explicit knowledge, such as following a procedure but also tacit 
knowledge, such as forming good working relationships with colleagues. 
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The properties and dimensions of this category are detailed in the table below: 
 
Table 8.2: Table to show the properties of developing practical knowledge and 
skills and their dimensions. 
Property Dimensions 
Doing the job Unskilled------------------------------Skilled 
Confidence Low-------------------------------------High 
 
Each property will be presented in detail in the following sections. 
8.2.2. Doing the job 
 
Participants agreed that many of the things they learn on placement can only be 
learnt in practice; that is by doing the job.  They learnt similar practical skills 
whilst on work based learning and summer placements, but to a lesser extent 
than on their pre-registration training placement. 
 
Doing the job includes the properties and dimensions listed in the table below:  
 
Table 8.3: Table to show the properties of doing the job and their dimensions. 
Property Dimensions 
Physical ability to complete tasks Unskilled------------------------------Skilled 
Learning the rules Unskilled------------------------------Skilled 
Ability to apply knowledge Unskilled------------------------------Skilled 
Communication skills Unskilled------------------------------Skilled 
Teamwork  Unskilled------------------------------Skilled 
 
The progression from unskilled to skilled may be driven by the student asking to 
learn things or take on additional tasks, or it may be driven by their pre-
registration tutor or a mentor who challenges them by asking questions or giving 
them increasing levels of responsibility. 
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8.2.2.1.  Physical ability to complete tasks 
 
Important day-to-day tasks that participants practised included dispensing, 
checking, counselling, selling medicines over the counter, medicines use 
reviews (MURs) and the new medicines service (NMS): 
 
“Being able to accurately dispense a prescription.” #4, p25. 
 
“I used to do new medicines service myself […] [with] 
supervision” #6, p4. 
 
“We did counselling quite a lot so they’d give us the medication 
and they’d tell us to go out and counsel the patient […] we took 
blood pressure, blood sugar checks […] we were sort of giving 
them small health checks and advice about exercise and diet” 
#12, p14.  
 
“I feel like I could go into a pharmacy as a pharmacist and do a 
NMS fine […] I’d have no problem giving advice over the 
counter” #14, p38. 
 
These skills are important and all participants commented positively on the fact 
they had had a chance to practise them.   
 
8.2.2.2. Learning the rules 
 
On their first day participants were often given some written rules, for example, 
on induction day, a dress code or in standard operating procedures (SOPs) that 
they had to read, so some of the learning was by reading these procedures: 
 
“Gave us like a booklet of everything what we can do, we can’t 
do” #1, p3. 
 
Although this experience did not apply to everyone: 
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“I don’t think there were like enough rules, like enough SOPs.  
Like they were there but no-one really read them”  #11, p21. 
 
“The first day I started like I wanted to read an SOP and we 
didn’t have a SOP until like we were getting a GPhC visit and 
then they brought a SOP in” #13, p27. 
 
Often participants just had to work out the unwritten rules for themselves from 
what they saw and heard in the pharmacy.  For example: 
 
“I think I would have let everybody know like what was going on 
exactly like have a SOP for it or something” #5, p14. 
 
“I thought it was really bad […] because you know, when you’re 
doing anything at all you should have a way of you know getting 
it done because then if there’s no way of doing things, then you 
don’t really know whether they’ve been done right or wrong.” 
#13, p28. 
 
Participants were often unaware where the ‘rules’ had come from or whether 
they were correct, or even legal: 
 
“I just don’t know how like legal it is really” #5, p14. 
 
Having left placement and gone to work in other pharmacies, one participant 
described finding out that the rules they had followed on their pre-registration 
training placement were incorrect: 
 
“I feel like the things that I would have done there now I’ve learnt 
that they’re wrong.” #11, p3. 
 
One participant described initially fearing that the legal rules were not being 
followed, only to discover that actually they were, it was just a case of different 
rules in different places: 
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“Yes, so at the beginning when we sat in our pre-reg, I thought 
they were just doing lots of things wrong […] But then I realised 
that they just, they do it and nothing’s illegal, they’re just trying to 
help the patient out.” #12, p20. 
 
This led to some confusion about what ‘the rules’ actually are: 
 
“Every company has different ways of dealing with private 
prescriptions don’t they? Like charging for them, so I don’t know 
what the policies were really.” #5, p14. 
  
The unwritten rules were different between sectors, and within sectors, for 
example, things were done differently in different hospitals.  Participants were 
very aware of this and the need to re-learn the rules in each place of 
employment: 
 
“I knew like the processes that [AAA] hospital had that were 
different from [BBB] hospital” #7, p7.  
 
“When you’re working within different teams they can sort of 
change the way you react to a situation.” #12, p3. 
 
8.2.2.3. Ability to apply knowledge  
 
Participants stated repeatedly, the importance of seeing it in practice.  
This gave them an opportunity to see how to apply their theoretical knowledge 
in the work environment: 
 
“I learnt that more through placement ‘cause I saw it happening 
and I thought oh yes, like this what you need to do”  #1, p8. 
 
“It’s an eye opener […] And what we are sort of taught at uni it 
sort of helped me to sort of see what actually happens in real life” 
#2, p13. 
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“You don’t really see it really unless you’re working there” #11 
p7. 
 
This in turn helped participants to consider how they could apply their 
knowledge in practice: 
 
“Because you’ve already learned about it so you think OK I could 
apply this knowledge.” #6, p21. 
 
“Because I like putting my theory into practice” #7, p30. 
 
“It’s easier to put yourself, to apply the information you’re 
learning into a pharmacy situation.” #4, p29. 
 
This had helped participants to understand why particular topics are taught at 
university: 
 
“I think being on pre-reg has helped sort of understand why we’re 
learning things […] So we can relate it to practice now, like 
everything in Consultation Skills [a module], it’s like oh I’ve done 
bits of this.” #5, p36. 
 
Participants were able to link practice to specific modules covered at university:  
 
“But things like Professional Practice [a suite of modules] were 
really good modules because they taught you what the role of 
the pharmacist was.” #10, p25. 
 
One participant explained how she began to understand that the answers to 
questions cannot always be found written down in a book: 
 
“I’ll say something and they’ll go well where’s that written and I’m 
like well it’s not written anywhere.  I just learnt it on pre-reg like it 
wasn’t […] It’s not out of a text book.  It’s just something that I 
just know.” #7, p18.  
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It also helped them to contextualise teaching on their current modules: 
 
“We can relate it to practice now like everything in Consultation 
Skills, it’s like oh I’ve done bits of this.” #5, p25. 
 
“Yes Consultation Skills.  I could (can) bring my community 
pharmacy skills into it.” #6, p34. 
 
“They thought how do you know so much about lithium? Well like 
it’s just, it was part of my job” #10, p18. 
 
Finally, on a practical level, seeing and doing things in practice helped 
participants to remember things, and gave them opportunities to learn from their 
mistakes: 
 
“Doing these things in practice definitely helps you remember 
them more.” #8, p4. 
 
“As you get used to things and you know how to do them […] 
Things become much easier” #6, p31.  
 
“I suppose by the end of it I was quite good at being able to go 
onto a new ward, know where to find the information, know who 
the pharmacist was and sort of get on with whatever role I had to 
do” #10, p19. 
 
8.2.2.4.  Communication skills 
 
The ability to communicate effectively was seen as a vital element of 
professionalism. This involved communicating with the pharmacy team: 
 
“Making sure that you’re always communicating with one another 
and…making sure everyone knows what’s happening” #1, p6. 
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“When you’re working in an environment where you know you 
have to develop relationships and you know you have to develop 
communication and you know get people on board and you know 
really sort of motivate your team.  You know I really learnt a lot in 
that aspect” #9, p5. 
 
This was sometimes difficult because not all members of the team appreciated 
each others’ roles: 
 
“I don’t think the technicians understood what the pharmacist 
was doing most of the time […] they just thought they were just 
there checking prescriptions, like checking the details were right 
and it’s not just that, it’s all the clinical checks and everything and 
I don’t think they understand the extent of the role” #5, p23. 
 
“Pharmacists they don’t talk a lot […] maybe ‘cause he has more 
stress because […] all his decisions is his responsibility.” #3, 
p10. 
  
It was also important to be able to communicate effectively with other members 
of the healthcare team: 
 
“To communicate effectively with other health care professional 
like the GP next door, nurses” #6, p7. 
 
“Part of our job is advising people […] if doctors or the 
physiotherapists or anybody, they do need […] our input […] I 
think being approachable is sort of half your job.” #2, p41 
 
“I didn’t know […] what questions I might have got from the 
doctor […] so I did sort of embarrass myself a little bit […] I didn’t 
anticipate what questions the doctor might ask.” #9, p11. 
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Good communication with the patient was also a vital aspect of the job and 
being a professional:  
 
“I always merit on people in healthcare professions if they know 
how to speak to other people.  If they know how to speak to 
patients.  They know how to speak to doctors” #10, p9. 
 
“I think mainly like the way they communicate with people (was) 
really good there […] the relationships they built with the other 
patients as well as like the addicts and stuff.” #11, p6. 
 
Many of the examples of unprofessional behaviour centered around poor 
communication: 
 
“There was the one pharmacist […]  I don’t know, she just never 
talked to anybody.” #2, p38. 
 
“That the pharmacist (didn’t) really come outside… and speak to 
the patient […] I thought that was not really; apart from being 
professional but it’s not helpful to your community.” #6, p14.  
 
“All the others, like they wouldn’t even go out.  They would just 
check it and then, they wouldn’t even bag it.  We would have to 
bag it and give it to the patient.” #13, p30. 
 
Participants really valued the opportunity to practise and develop their 
communication skills whilst on placement: 
 
“Obviously you have a vague idea that you’ve got to speak about 
these things to patients in a different way but I suppose…you 
never really been told what’s a good way and what’s a bad way” 
#8, p10. 
 
“Every time you saw them with a patient, or you were with a 
patient, it’s different, so it’s just more practice” #12, p17.  
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8.2.2.5. Teamwork 
 
One of the major areas that was a source of mixed emotions for participants 
was their experience of being part of a team whilst on placement. These 
practical skills were not something they are very familiar with from their studies.  
Teamwork was often cited as one of the most important and enjoyable skills 
learnt on placement: 
 
“Everyone worked together like I thought they would […] It was 
good ‘cause when it was busy everyone knew what to do” #3, p7. 
 
Feeling part of the team made participants feel valued and that they were 
helping the department they were working in: 
 
“Working with other team members so it’s not just oh like a one 
man army you have to make sure the work burden is shared and 
you do your part within the team.” #1, p2.  
 
“They quickly see if you’re here because you’re supposed to be 
here or here because you wanna be here […] and whether you 
wanna pull your weight or not” #10, p7. 
 
“I liked it in one way […] it makes you feel they can, they sort of 
do appreciate you, they want you back” #2, p19. 
 
Although as a pre-registration pharmacist it was sometimes hard to be part of 
the team:   
 
“They didn’t get on with her, which was why she was 
apprehensive about me starting.” #5, p17. 
 
“I kind of felt as an outsider.” #7, p7. 
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Finding it difficult to integrate and ultimately not being part of the team was a 
source of worry for participants.  
 
“Just generally as like a new member of staff you feel a bit out of 
place” #7, p7. 
 
This was compounded by the relatively short length of the placement: 
 
“I used to think I’m not getting too involved.  At the end of the day 
I’m here for six months” #1, p14. 
 
“I mean it took me a good like three months to like get into the 
flow of things” #11, p17. 
 
Difficulties within the hierarchy were also problematic.  Pre-registration 
pharmacists do not have the responsibility of the pharmacist, but are also not 
technicians or assistants: 
 
“If my tutor which is a pharmacist she doesn’t mind me doing 
study time then I don’t see why I should be taking orders from 
[…] an assistant” #1, p14. 
 
“No I’m a pre-reg and they were like what do you mean?  It was 
like I’m training to be a pharmacist.  Like really?  Yes, that’s why 
I’m here so that was interesting but I think that’s probably why 
they wanted me to wear a tunic ‘cause they didn’t realise why I 
was there.” #5, p24. 
 
“Unless they [the pharmacists] wanted you to make a cup of tea 
for them, they just weren’t that bothered [about the pre-
registration pharmacists]” #10, p13. 
 
  
 116 
People who did not help out and share the workload were viewed by 
participants as not being part of the team. This was often cited as an example 
of unprofessional behaviour: 
 
“I don’t want my dispensers, like I want my team to feel like I’m 
one of them.  I don’t want them to feel like I’m different.” #3, p17. 
 
“I don’t know, she [the pharmacist] just never talked to anybody 
[…] If anybody would ask her for some advice she would just sort 
of say oh I don’t know, I don’t know and wouldn’t really help them 
[…] I wouldn’t do that […] she never sort of bonded with the 
team.  It was always just her with her sort of blinkers on and she 
just did her thing and that’s it” #2, p38. 
 
There were occasions however where sharing the workload and being part of 
the team strayed into being a spare pair of hands which was negatively viewed 
by participants:  
 
“I think the assistants more than the technicians, they would think 
I’m a spare pair of hands” #1, p14. 
 
“In the dispensary we really did, I think they did rely on us a lot 
because there was quite, they were very, very short staffed”  
#2, p18. 
8.2.3. Confidence 
 
Almost every participant felt that the pre-registration training placement had 
increased their confidence: 
 
“I’ve built up my confidence “ #6, p10. 
 
“I developed a bit more in confidence” #9, p10. 
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Several participants discussed this process in detail: 
 
“After the placement I feel as if I’m a developed person and I feel 
like I can sit comfortably and discuss my opinions much more 
because yes, at the end of the day they’re my opinions, not right 
or wrong […] I feel confident.” #1, p20. 
 
“Yes erm in the first two or three months I wouldn’t ask anything 
(laughing) […] But once I had, I’m like more comfortable with 
everything that’s when I started asking.” #3, p20. 
 
“I think being exposed sort of four hours every morning to ward 
time, it definitely makes you more comfortable to speak to 
people“ #10, p6. 
 
“Well I’d say I’m more confident doing it […] you don’t realise 
until you are doing things easier, until you’re getting, saying 
things in a way that means the patients are more forthcoming so 
like you just ask a couple of questions and they pretty much tell 
you everything you need to know” #8, p10. 
 
This increased confidence provided them with reassurance that they did have 
the ability to do the job: 
 
“It made me feel as if this is my job, I can do this” #2, p19. 
 
“I think just the longer I’m in the job and the more, the more I get 
stuff right, the more I’ll be that I can do it.”  #7, p6. 
 
Although not every participant commented specifically on an increase in 
confidence, nobody said that their confidence had decreased as a result of the 
placement. 
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8.2.1. Link with other categories 
8.2.1.1. Link with realising the reality of the profession and 
learning from mentors 
 
As described in Section 8.1.4.1 developing practical knowledge and skills 
helped participants to understand what was required of a pharmacist, as well as 
the ability to cope with the reality of the profession.   
 
Many of the practical knowledge and skills were learned directly from, or under 
the supervision of, a mentor.  This enabled participants to undertake tasks more 
efficiently and to ensure they asked the right questions to gather all the required 
information. These links are illustrated by the double-headed arrows between 
the condition categories in Figure 7.1. 
 
8.2.1.2. Link with developing a professional identity 
 
Developing practical knowledge and skills enabled participants to develop a 
less abstract view of what would be required of them as pharmacists. With the 
increased ability to apply knowledge and skills came increased confidence that 
they could be a ‘good’ pharmacist.   
 
Participants began to see that there are sometimes grey areas in the 
application of knowledge and formed views about what they would do 
themselves in a given situation, which led them into the process of developing a 
professional identity.   
 
In addition, as their professional identity developed, it had an effect on their 
views of the way things should be done practically; how knowledge should be 
applied, or how skills should be utilised. 
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8.3. Learning from mentors 
 
As discussed in Section 1.2 the term ‘mentor’ can have various meanings, 
which can be profession specific.  I have used the term here to represent 
anyone who participants learned from in the work place. This was not 
necessarily their pre-registration tutor, but often another member of staff 
(usually, but not always, a pharmacist) within their work environment, who was 
senior to them, either in terms of rank, or length of service. 
8.3.1. Introduction 
 
All participants discussed the importance of learning from mentors in their 
development.  Seeing problems and events that occurred in practice and how 
qualified pharmacists responded to such situations enabled them to consider 
how they would respond to similar situations themselves.  The properties and 
dimensions of this category are detailed in the table below: 
 
Table 8.4: Table to show the properties of learning from mentors and their 
dimensions. 
Property Dimensions 
Learning from role models Negative--------------------Positive 
No learning-----------------Significant learning 
Learning from feedback Negative--------------------Positive 
Support and reassurance None-------------------------Lots 
 
This learning can only take place on placement as this is the only time 
participants have prolonged, direct access to mentors in a practice situation. 
8.3.2. Learning from role models 
 
Participants were all exposed, to varying degrees, to both positive and negative 
role models whilst on their placements. Depending on the participant and their 
values and personality, they took various things from this.  Most participants   
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saw things they admired in positive role models and aimed to 'be like that one 
day’, and used the negative aspects to determine how they did not want to be.  
The process of learning from role models can also be described in terms of its 
properties and dimensions, as shown in the table below: 
 
Table 8.5: Table summarising the properties and dimensions of learning from 
role models 
Property Dimension 
Appraisal of role model Disapproval-----------------------------------Approval 
(unprofessional)                                  (professional) 
Emulation of role model Do not emulate------------------------------Emulate 
 
Participants observed the role model’s behaviour and made a conscious 
decision about how they want to be as a pharmacist.  Role models were usually 
another senior member of staff in the pharmacy, but they could also be family 
members; 
 
“My mum’s an accountant, she’s self-employed and she’s always 
going out in suits and things” #5, p7. 
 
“What’s wrong with strappy tops and mum said well it’s not very 
professional is it?” #4, p20. 
 
8.3.2.1. Appraisal of role model 
 
Examples of role modelling that participants viewed as positive and therefore 
approved of, included effective communication with colleagues and patients, 
good knowledge, professional dress, being part of the team and going the extra 
mile: 
 
“He used to always ask them and communicate with them like 
are you OK, how are you feeling today, how’s this, how’s that so  
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he used to like proper try and get to the bottom of everything […] 
I wanna go that little mile extra not just do the basic job” #1, p7. 
 
“That’s what I liked about him and he’s really like organised in his 
way of thinking and how he’d check prescriptions and 
everything.” #3, p11. 
 
“They want to see her because they know it would get resolved 
[…] So whenever supervisor was talking I always observe(d) the 
conversation and I would think oh OK we could do it this way” #6, 
p16. 
 
“The acute pharmacist, she was just so good.  I was like, she’s 
like my, she’s like my role model for what I want to become when 
I’m a pharmacist.” #7, p9. 
 
One participant summed all of the qualities of a professional pharmacist up in 
one statement, a description of what he called his ‘all round pharmacist’: 
 
“(Someone) who people want to work with […] Somebody who 
always does things professionally like they’ll perhaps come in 
when they’ve got a day off or something because they know that 
if they don’t do this job that nobody else has got the training to do 
it […] It’s clear they’ve got a lot of knowledge ‘cause they know 
all the background about it […] If you go on a ward round with 
them as well then they can speak to patients in a normal way.  
They can like be chatty, gets patients to be forthcoming with 
information rather than having to drag it out of them and I 
suppose you could almost say that’s being an all-round 
pharmacist.” #8, p16. 
 
Participants were also clear about how they had come to these conclusions 
about the characteristics of a good pharmacist: 
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“I’d have to say it’s largely come from my experiences seeing 
other pharmacists such as the one I just described […] I’m just 
thinking one person in particular but I will have been influenced  
 in what I view a good pharmacist to be in other ways from 
different people.” #8, p17. 
 
All participants were also able to discuss examples they had seen of role 
modelling, which they had disapproved of, with examples such as a lack of 
punctuality, organisation and knowledge, and the pharmacist only wanting to 
check dispensed items: 
 
“I think he’d forgotten because he was a locum and he’d been 
locuming for six or seven years […] So he’d lost, I think he’d lost 
his clinical knowledge. “ #2, p12.  
 
“One pharmacist who used to come in like so late, and like late 
as in 45 minutes late, like almost every day and then used to 
have breaks for like 40 minutes.  He never used to take his bleep 
with him and like everyone used to be like where is he? Where is 
he? And it was like so unprofessional.” #1, p9. 
 
“If all you’re doing is checking prescriptions and doing the odd 
MUR and NMS, I’d say you’re not really doing the 
professionalism a lot of justice” #10, p16. 
 
Participants also became aware that pharmacists could be very professional in 
one sense of the word, but have what they considered to be unprofessional 
traits.  This caused some difficulties to participants as they realised that there 
was not a clear distinction between professional and unprofessional 
pharmacists: 
 
“He’s really good but never on time, never punctual” #13, p6. 
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8.3.2.2. Emulation of role model 
 
Participants thought explicitly about how they wanted to be when qualified, and 
all aimed to emulate pharmacists who they considered to be very professional 
and good role models.  
 
“I used to always look at him and think that’s the kind of 
pharmacist I want to be.” #1, p7. 
 
“Sometimes you do watch other people’s consultations and think 
that that’s a good way to do it so maybe I’ll try that next time.” #4, 
p5. 
 
“So if I was with them and we saw something that we both didn’t 
have a clue about and then I could watch what they did in order 
to solve that.” #2, p9. 
 
“I want people to say she’s the approachable one and I don’t 
mind asking her for help because there’s no, that’s how problems 
get solved.  I wouldn’t want people to be worried about coming to 
me with anything and I want a good reputation so people trust 
my decisions.” #7, p9. 
 
No participants wanted to behave unprofessionally, that is, none of the 
participants interviewed said that they had seen ‘professional’ role modelling on 
placement and actively decided that they would behave in the opposite manner  
 
One participant however, was particularly interesting with respect to her 
response to seeing what she considered to be unprofessional behaviour in 
pharmacists, such as unprofessional dress and lateness.  She began to behave 
in this negative way, despite feeling it was unprofessional herself: 
 
“We were late […] I’d see pharmacists coming in five or ten 
minutes late as well” #2, p31. 
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She was clear that this was due to the way she had seen qualified pharmacists 
behave; 
 
“They’re sort of our role models aren’t they so we just sort of do 
follow what they do whether it’s right or wrong.” #2, p37. 
 
She felt that as a student she could behave a certain way, be knowingly 
unprofessional, but that when she became a pharmacist she would change: 
 
“We kind of took advantage (Respondent: and Interviewer: 
laughing) 
OK so as students you can take advantage of that? 
Yes (laughing) 
But you wouldn’t take advantage of that as a pharmacist? 
Probably not no” #2, p33. 
 
This was a conscious process the participants undertook (see Section 9.1.3); 
what was not clear, was whether the mentors they encountered were aware of 
the effect their behaviour had on the participants.  This could be summarised as 
the “do as I say, not as I do” effect.  
8.3.3. Learning from feedback 
 
There were many different aspects to the feedback that participants received 
whilst on placement.  These can be summarised in terms of their properties and 
dimensions as summarised in the table below: 
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Table 8.6: Table summarising the properties of learning from feedback 
Property Dimension 
Type of feedback Positive----------------------------------------Negative 
Supportive-------------------------------------Unsupportive 
Timing of feedback Prompt-----------------------------------------Late 
Regular----------------------------------------Irregular 
Volunteered----------------------------------Sought 
Quality of feedback High quality-----------------------------------Poor quality 
Reliability of 
feedback 
Reliable-----------------------------------------Unreliable 
Response to 
feedback 
Positive----------------------------------------Negative 
 
Each participant seemed to have a different experience of gaining feedback 
whilst on placement.  They were clear that getting feedback was important to 
them and appreciated it when it was given: 
 
“So I need some sort of feedback to either say yes you’re going 
in the right direction” #7, p13. 
 
“Then she’d give me feedback on that as well […] So that was 
quite good in a way that on both communication and knowledge” 
#14, p16. 
 
When no feedback was given, it was missed;  
 
“I wouldn’t say I got too much feedback actually because 
whenever I did them even at the very beginning […] I never really 
did that under supervision.” #8, p8. 
 
“I only got the feedback if I asked […] I felt like over there, if you 
don’t ask then you don’t get.” #13, p11. 
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8.3.3.1. Type of feedback 
 
Participants described different types of feedback.  Positive feedback was 
appreciated: 
 
“All my pre-reg feedback was really positive and like they said I 
got on well with the staff and they’d got good feedback from the 
staff saying that I fit in well with the team” #7, p11. 
 
“I’d got a lot more positive feedback about how much I’d 
improved and that kind of thing.  There were always things like 
oh you could do this better, you could do this better.” #11, p25. 
 
Others discussed negative feedback they had received: 
 
“No-one wants to hear negative feedback […] some pharmacists 
would say at the beginning perhaps he was testing his limits a 
little bit too much with regards to speaking to the nurses and 
stuff” #10, p23. 
 
“I think you kind of need the bad feedback to wanna do better.” 
#11, p24. 
 
“I might not necessarily have been told specifically what it would 
be good to do to be considered better than I was at that point, if I 
hadn’t have asked myself” #8, p11. 
 
8.3.3.2. Timing of feedback 
 
Feedback was often given instantly in the event of an error or omission: 
 
“You got feedback […] if you got any information wrong or if you 
missed out any information they’d sort of add it on at the end. “ 
#10, p21. 
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“Any time you’re going out to the patient or if you don’t do 
anything to the best, when you come back they’ll mention it to 
you like why didn’t you say this, why didn’t you do that”  #12, p5. 
 
“If there was a mistake or something that I’d done wrong, 
definitely I’d get feedback for that straightaway.” #9, p8. 
 
Some participants got regular scheduled feedback:  
 
“Every week we used to have a meeting together […] where we 
shared any concerns, anything that I could further improve on” 
#6, p6. 
 
“My tutor […] She e-mailed everyone which I think everyone was 
sick of by the end of it and she wanted to know what was good 
and what was bad […] I was getting regular feedback, yes.  Once 
every two weeks and obviously you had the 13 week appraisal” 
#10, p22. 
 
“It was quite constant so we spent like a lot of time together and 
like also like at end of every day, we’d kind of have half an hour, 
it would be really quiet so […] I’d usually ask to be honest if it 
wasn’t given” #11, p24. 
 
“Every other week we had the, we had like, she’d say we’ll have 
a sit down and go through the competencies and we’ll go through 
and see where we’re at” #14, p15. 
 
Sometimes feedback was given on an ad hoc basis: 
 
“If you give them less advice or you didn’t mention something 
he’d be like why didn’t you mention it?  That’s your job.  That’s 
your job.  […]  That’s your job to tell them when to take it how it 
take it, how long they should take it for” #12, p9. 
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One participant described how he found it frustrating that he got some feedback 
only at the end of placement: 
 
“I mean I would have liked it more as I went along […] You can’t 
do anything about it at the end but erm yes I mean, that’s 
something that I was disappointed at that you know in my final 
interview, I was told about these things that I could have 
improved.  You know I could have implemented these a lot 
earlier so that was a bit disappointing” #9, p7. 
 
8.3.3.3. Quality of feedback 
 
Feedback when given varied in quality. One participant discussed how the 
blandness of her feedback made it less useful: 
 
“They just said it was fine, no problems with you and that’s not 
helpful.  It’s nice to hear but it’s not helpful […] he was very 
happy with my work during the whole pre-reg but I think that was 
not a good thing.  It was like, he wasn’t really paying attention.” 
#12, p13. 
 
When feedback was specific it was deemed to be useful for participants’ 
development: 
 
“My tutor’s always given me opportunity to go out, speak to the 
patient and see, what do I think is wrong with the patient? And 
what would I recommend? And I would come back and discuss 
with my tutor and if she agrees with it then we go ahead with it.” 
#5, p10. 
 
“They’d tell you to move the hand out of your face or tell you that 
was wrong, but this is the right answer and you’d use it for the 
next thing […] you could take that into account and use it in the 
future which I think’s very good and I think I’d urge everyone to  
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do a hospital pre-reg because you learn so much from it.” #10, 
21. 
 
Participants sometimes had to read between the lines when it came to 
feedback, because of a lack of specificity: 
 
“Like people weren’t saying oh you’re doing a good job but I 
didn’t get negative; I didn’t get stuff sent back from the checking 
bench that much” #7, p10. 
 
8.3.3.4. Reliability of feedback 
 
Participants made a judgment about how reliable they felt the feedback was; 
this depended whether they had respect for the person giving the feedback, or 
not; 
 
“If he gave you bad feedback you could take that with a pinch of 
salt as well […] some of it I’d listen to and take in and then some 
of it I thought well I don’t really, I didn’t really take it from him […] 
I mean the other pharmacist when he gave me feedback you 
proper listened to it because he told you something if it needed 
saying.” #11, p28. 
 
“You decided the way you were going to act on his feedback 
depending on kind of whether you felt it was reasonable or 
not? 
Yes and depending whether I like had realised it was already a 
problem.” #11, p29. 
 
8.3.3.5. Response to feedback 
 
Participants also reacted differently to feedback when it was given.  As seen 
above, one participant also described how their response to feedback would 
vary depending on whether the topic was something they had already identified   
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as an issue for themselves, whereas another participant explained that they 
accepted the feedback even if they did not agree with it: 
 
“OK so if you got some feedback like that where they’re kind 
of like yes he’s pushed his limits a little bit and you think 
well no, actually I know, I knew what I was doing? 
Yes 
So did you kind of, did you still take that feedback on board 
or did you just think oh perhaps it is wrong? 
Obviously you had to because, you had to take that feedback on 
board […] especially at the beginning.  You know you had to take 
it on board and you had to go right so for my next rotation I need 
to do this” #10, p24. 
 
8.3.3.6. Support and reassurance 
 
The most important interaction in learning from mentors was the support and 
reassurance that mentors provided.  This could be reassurance in the face of 
an error or conflict: 
 
“But it was really stressful but I liked how he calmed the situation 
down […] how he made me feel bad, but not, but also not too 
bad where I think I can’t be a pharmacist.” #3, p11. 
 
“I did apologise but the pharmacist was well at the end of the day 
things like this [mistakes] happen.  You know, it’s not done on 
purpose “ #4, p15. 
 
“My tutor was stood next to me the whole time and she said I 
dealt with it really well.” #5, p13. 
 
It was sometimes just the encouragement to learn: 
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“The pharmacists were really good […] They knew I was a 
student so every time there was like asking me questions, they 
were pushing me towards like learning new things” #1, p14. 
 
“My tutor’s always given me opportunity to go out, speak to the 
patient and see what do I think is wrong with the patient” #6, p10. 
 
Sometimes it was the support to take on more responsibility: 
 
“The pharmacist sort of did want me to, for instance, if anyone in 
the team had any issues with anything, they wanted them to 
come to me first.” #9, p6. 
 
One participant described the importance of the support of their junior 
pharmacist colleagues: 
 
“I think the band 6s where I worked were our rock […] they know 
exactly what stage we’re at and they know exactly what we need 
[…] I really did like that.” #2, p10. 
 
When participants felt this support was lacking, they felt it keenly; 
 
“I was just upset that I needed support and no-one noticed.” #4, 
p10. 
 
“They put more priority on the number of items and the number 
of scripts they get and the number of stuff they sell over the 
counter and in the shop than on the staff […] on the people 
learning as well” #13, p12. 
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8.3.4. Link with other categories 
8.3.4.1. Link with realising the reality of the profession and 
developing practical knowledge and skills 
 
The links between learning from mentors and realising the reality of the 
profession and developing practical knowledge and skills are described in 
Sections 8.1.4.1 and 8.2.1.1 above. 
 
Learning from mentors, particularly the property learning from role models, was 
often how participants began to realise the reality of the role and how they 
began to develop practical knowledge and skills.  These links are illustrated by 
the double-headed arrows between the condition categories in Figure 7.1. 
 
8.3.4.2. Link with developing a professional identity 
 
Learning from mentors enabled participants to see how other pharmacists 
would deal with a given situation, and enabled them to witness the effects of 
those actions on other colleagues. They looked at mentors and considered how 
much like them they wanted to be, or did not want to be.   
 
This prompted the process of developing a professional identity, with 
participants constantly comparing themselves to others.  For many their 
mentors provided a target, a tangible vision of how they wanted to be in the 
future; an ideal pharmacist. 
 
In addition, as their professional identity developed, it enabled them to make 
judgments about their mentors, and to what extent they wanted to emulate 
them.  These links are illustrated by the double-headed arrows between 
learning from mentors and developing a professional identity in Figure 7.1. 
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8.3.5. Links between ‘condition’ categories and the core 
 
The three ‘condition’ categories, realising the reality of the profession, 
developing practical knowledge and skills and learning from mentors all had 
direct and indirect effects on each other.  These three categories are an 
inevitable part of the experience of the PRTP and caused participants to 
engage in the process of developing a professional identity.  Consequently, as 
participants developed a professional identity, they revised their views of what 
constituted a professional or unprofessional pharmacist, which affected the way 
they viewed all three of the ‘condition’ categories. 
 
These interactions are illustrated by the double-ended arrows linking the three 
categories to each other and the core (developing a professional identity) in 
Figure 7.1. 
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9. Laying out the theory – part three 
The core category: developing a professional identity and 
the consequence now a trainee professional 
 
This chapter presents the evidence for the core category developing a 
professional identity and the consequence category now a trainee professional. 
 
9.1. The core category: developing a professional 
identity 
9.1.1. Introduction 
 
Without exception, participants discussed in depth how their placement had 
enabled them to think about the kind of pharmacist they want to be when they 
qualify.  This was the culmination of the whole placement, the point of it and 
was a process that began at the beginning of the PRTP, continued throughout 
placement, and also on return to university education.  Participants 
acknowledged that the process was not yet complete and that their professional 
identity was not yet fully formed. 
 
All participants took it for granted that they would be a qualified pharmacist one 
day; there was no mention of the possibility of failure, and they all wanted to be 
the best, most professional pharmacist they could be.  Individuals’ perceptions 
of exactly what this was differed, with participants focusing on different aspects 
of professionalism.  The properties and dimensions of this category form the 
stages of the process and are summarised in the table below: 
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Table 9.1: Table summarising the properties of developing a professional 
identity 
Property Dimension 
Reflection Absent--------Implicit--------Explicit  
Absent-------------------------Comprehensive 
Selection of attributes Unprofessional---------------Professional 
Absent--------Implicit--------Explicit 
Professional socialisation External view-----------------Internalised 
Perception of role Absent-------------------------Comprehensive 
 
Although the process of developing a professional identity itself consists of four 
stages, individuals do not progress through them in a linear fashion; they can 
move from one stage to any other and back again.  This is illustrated with the 
use of double-headed arrows in the figure below: 
 
Figure 9.1 Diagram illustrating the relationships between the properties of 
developing a professional identity 
 
For example, a participant might undertake a task that did not go well.  He will 
reflect on this, and consider how one of his role models would approach the  
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task. He then decides which aspects of that approach he would like to emulate.  
The next time he approaches the task he might consciously emulate these, 
gradually internalising professional behaviours (professional socialisation). At 
any time he may reflect again on the situation, and/or compare it to what he 
thinks he should do, from the perspective of his current perception of the role.  
An example of this process is given in Appendix 15, with the various stages 
highlighted. 
 
The ‘condition’ categories (see Chapter 8) are important because they describe 
features that participants will inevitably encounter on their PRTP.  The ‘process’ 
of developing a professional identity describes how they make sense of this 
information and use it to develop a vision of the kind of pharmacist they want to 
be. 
 
The properties of the category as described in Table 9.1 will be presented in 
detail over the following sections. 
9.1.2. Reflection 
 
There are two sets of dimensions of reflection. These are summarised in the 
table below: 
 
Table 9.2 Dimensions of the property reflection 
Property Dimension 
Reflection Absent--------Implicit--------Explicit  
Absent-------------------------Comprehensive 
 
Some participants were explicit about their reflections: 
 
“I do think it’s important; yes especially the reflecting and 
learning on situations that happened, because it does improve 
you as a pharmacist” #4, p17. 
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“Reflection comes in.  Like how would you improve it, because 
we all make mistakes.  We(‘re) all human at the end of the day 
so learning from your mistakes is quite important” #6, p21. 
 
Some participants explained how they reflected comprehensively on errors they 
had made themselves: 
 
“I reflect(ed) back and I thought oh gosh I forgot completely to 
ask her if […] if she was taking any other medication […] she did 
say that she was taking […] for blood pressure but it didn’t click 
into my mind and I thought oh okay maybe I need to change or 
structure my questions in my head and think about red flags” #5, 
p19. 
 
They also reflected on things they had seen other people say or do: 
 
“I expected him to go out but he didn’t so I think I, that’s when I 
reflected I thought why doesn’t he do it and I think it’s wrong.” #3, 
p15. 
 
Others did not explicitly use the term ‘reflection’, but described the process of 
thinking about an event and considering what they would change.  I have 
considered this to be implicit reflection.  Again this was sometimes reflection on 
errors of incidents they had been directly involved in: 
 
“You (I) sort of changed it and you became someone who always 
checked things with pharmacists first before you (I) 
recommended something, which I think, yes looking back on it 
now it’s probably what I should have done in the first place” #10, 
p24. 
 
“If I was given the same situation […] you know I’d be more 
comfortable in that situation […] it’s all part of the experience.  
It’s the first time that I had to deal with that situation.  You know  
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the next time I’ll have more confidence in sort of you know, in 
what I say and what I do” #9, p22. 
 
“He wanted to know why I was making tonnes and tonnes of 
mistakes […] and it wasn’t just me.  It was like almost all the staff 
[…] so I did suggest to him that if we could keep the dispensary a 
bit more tidier and the thing was, we did […] order a lot of stuff, a 
lot of stuff we didn’t need so the shelf was always like full and 
stuff falling off, stuff all over the place” #13, p13. 
 
Participants also implicitly reflected on, and learned from, issues that they had 
not been directly involved in: 
 
“I know most pharmacists and technicians don’t do the CPD 
(Continuing Professional Development) until they’re told you’ve 
got to have some CPD […] it’s just crazy.  I think it would be 
better to do it as you go along or at least have a notebook, 
‘cause I carry a notebook around with me on pre-reg and just 
note things down like what you’ve done, what you wanna look 
up, like if you’ve got a question about something, things like that 
and then so at least you’ve got some kind of prompt for if you do 
forget what you’ve done” #5, p19. 
 
Participants continued to reflect on their placement even when back at 
university: 
 
“Since I got back to university as well […] looking back on it.  I 
mean to be honest I think, I picked up more things that were 
wrong or that I would change about it since I came back.” #11, 
p13. 
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9.1.3. Selection of attributes 
 
Selection of attributes was initially given the code picking and choosing and 
refers to the way participants decided what aspects of behaviour they did or did 
not want to be part of their professional identity.  The table below summarises 
the dimensions of this property: 
 
Table 9.3: Table summarising the dimensions of selection of attributes 
Property Dimension 
Selection of attributes Unprofessional---------------Professional 
Absent--------Implicit--------Explicit 
 
All participants in this study wanted to integrate behaviours and attitudes that 
they perceived to be professional, and not those that they perceived to be 
unprofessional. 
 
Many participants stated that they did this very consciously and explicitly 
throughout the process: 
 
“It was good to sort of go in and then identify people’s flaws and 
then […] pick up on their sort of positives” #2, p42. 
 
“The way I saw my pre-reg was that I was looking, watching for 
mistakes, things that I won’t make in future” #5, p15. 
 
“The things I realised were good about them [different 
pharmacists] and the things that I realised were bad.” #11, p12. 
 
“I’d see the differences and which ones I prefer and I’d think oh 
right so I’ll do it that way of yours [person A] but I’d do that way of 
yours [person B].” #14, p17. 
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Others were less explicit but were clearly undertaking a process of considering 
the professional and unprofessional aspects of what they observed: 
 
“It’s like he’s slacking from his duties […] your basics are going 
to work on time, […] having a good appearance.  So that’s your 
basics.  If you can’t do the basics right, how can you be trusted 
as a professional?” #1, p11. 
 
“I can say this is what I took from that job, this is what I took from 
my next six months” #10, p23. 
 
Interestingly, participants struggled to specify how they knew what was 
professional or unprofessional behaviour.  They felt it was a part of them and 
they ‘just knew’: 
 
“I think that’s just me as a person […] yes I think that’s just me 
[…] I think it could [be taught] in the degree programme but I 
don’t know how it would.” #1, p5. 
 
"I think largely it’s something that you either know or you 
don’t.  You’re either the sort of person who will do these things or 
you’re the sort of person who won’t do these things” #8, p20.  
 
“I mean it’s erm, I think it’s just, it’s not sort of common sense but 
it’s erm you know, it’s something that you, you just sort of know.  
You know its erm” #9, p17 (distracters left in to illustrate the 
participant’s uncertainty). 
9.1.4. Professional socialisation 
 
All participants had undertaken at least some work experience in a pharmacy 
before their PRTP, some had done very little and others worked in a pharmacy 
regularly. Therefore they were professionally socialised to varying extents. As 
summarised in the table below, the dimensions of this category span from an 
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entirely external view of the profession to complete professional socialisation 
(i.e. internalisation of professional values as defined in Section 2.3.2.1): 
 
Table 9.4: Table summarising the dimensions of professional socialisation 
Property Dimension 
Professional socialisation External view-----------------Internalised 
 
Several participants described how they had seen at least one pharmacist who 
they considered to be an ‘ideal’ level of professionalism, and therefore had an 
external view of the kind of professional they wanted to be: 
 
“I saw her doing a really good job and there being good 
outcomes […] I don’t know, it’s nice to have an example of it so 
you know what you’re working towards” #7, p15. 
 
“I’d have to say it’s largely come from my experiences seeing 
other pharmacists such as the one I just described […] 
somebody who’s got lots of qualifications, lots of extra training on 
top of their degree, somebody who clearly enjoys their job” #8, 
p17. 
 
They also identified aspects of unprofessional behaviour that they did not want 
to emulate: 
 
“They were doing MURs (medicines use reviews) […] like if there 
was nobody else in the shop they were like so how’s your meds?  
Alright?  Yes.  OK, right that’s fine, it’s a MUR” #5, p30. 
 
“I think, I felt uncomfortable seeing them do it so I’m not gonna 
make anyone else feel uncomfortable me doing it in the future.” 
#7, p14. 
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Most participants had taken on an increasing amount of responsibility 
throughout their placement: 
 
“I did ask my tutor if she has any concerns with me stepping into 
any […] learning opportunity that I see or any problem that I 
could think that I could deal with, or I could learn from” #6, p17. 
 
“For instance if anyone in the team had any issues with anything, 
they wanted them to come to me first […] I then go to the 
manager if needs be” #9, p6. 
 
Due to their position as pre-registration pharmacist this was necessarily always 
under the supervision of a qualified pharmacist, however, there were clear 
examples of participants demonstrating professional socialisation: 
 
“In the out-patient department at the hospital […] when patients 
are getting really frustrated, you make sure you’re smiling, you’re 
not showing that oh you’re panicking, you can see a queue so 
you’ve got to really stay composed and like professional” #1, p5. 
 
“The way I felt in that situation [having had little support from a 
mentor], it would make me think that whenever another, any of 
my staff or anyone I work with is in that situation that I would step 
in […] a few weeks later when I was working on a Saturday 
morning a patient came in complaining and there was only the 
Saturday girl there […] so I stepped in then and I explained, and I 
think because I stepped in straightaway […] the patient calmed 
down and kind of started to realise that I, yes I understand now” 
#4, p10. 
 
“I had to do ‘cause it was a disaster […] the dispensary was quite 
small and you get these, a lot of dressings sent to us and if I’m 
not there, then no-one is allowed to touch them.  That was how it 
was […] when I finished my placement I had to come in one day 
just to come and train the new pre-reg” #13, p16.  
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For the most part however, the extent of the participants’ professional 
socialisation at this stage can only be gauged by their descriptions of what they 
would do in a particular situation, or their reaction to a situation. Here, there was 
also evidence of developing professional socialisation:  
 
“You need to do it properly [a MUR] in the consultation room.” #5, p30. 
 
“I want people to say she’s the approachable one and I don’t 
mind asking her for help […] I wouldn’t want people to be worried 
about coming to me with anything and I want a good reputation 
so people trust my decisions.” #7, p9. 
 
“I would like to be the kind of person that takes responsibility for 
things rather than just passing it on to someone else” #11, p20. 
 
Interestingly, one participant described how she had partially internalised some 
unprofessional aspects of behaviour she had seen on placement: 
 
“The rule in sort of the hospital was 9 o’clock start and then 
people, ‘cause I’d see pharmacists coming in five or ten minutes 
late as well […] These were the [high up the] hierarchy 
pharmacists as well  
So you were, so you were initially on time and then was it as 
you saw other pharmacists coming in late  
I think so 
That you kind of thought this is 
We’ll get away with it.” #2, p31. 
 
Her explanation for this was: 
 
“They’re sort of our role models aren’t they so we just sort of do 
follow what they do whether it’s right or wrong” #2, p37. 
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No other participants gave examples of changing their behaviour in this way, 
however this does highlight the potential negative aspects of professional 
socialisation.  
9.1.5. Perception of role 
 
Participants felt that the placement helped them to understand what knowledge 
and skills they would need as a pharmacist. The dimensions of this category are 
summarised in the table below: 
 
Table 9.5: Table summarising the properties of perception of role 
Property Dimension 
Perception of role Absent-------------------------Comprehensive 
 
This was demonstrated by the following quotes: 
  
“I think now we realise what we need to know and what’s 
expected of us” #2, p14. 
 
“My expectation of what I need to be in the future has raised” #7, 
p15. 
 
Participants also felt they understood what knowledge was not needed: 
 
“For the pharmacokinetics I knew, I can’t see myself ever using 
pharmacokinetics in practice” #4, p29. 
 
“I was getting really annoyed this morning […] I’m thinking well in 
practice I wouldn’t need this” #7, p16. 
 
“Perhaps that’s something which a pharmacist should be 
expected to know, and perhaps it’s important I learn it, but it’s not 
something that’s directly relevant to anything I can foresee doing 
on a day to day basis.” #8, p19.  
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“Obviously something like chemistry really can’t be used, really 
can’t be used in the future” #10, p25. 
 
Where topics were not felt to be necessary in the future, there was less 
motivation to learn about them: 
 
“I don’t think I would see how I could use that unless I was gonna 
go into industry […] I don’t see how I could use a module like 
AQM (Assessing the Quality of Medicines) in community 
pharmacy […] I think I would be less motivated to study for AQM” 
#9, p26 
. 
However, where participants felt topics were important they were clear that they 
needed to ensure they had enough knowledge: 
 
“I think it is more significant  […] for example, in the clinical skills 
module we’re taught about the side effects of drugs and about 
specific drugs […] it’s information you always need to know” #4, 
p30. 
 
This is further discussed in Section 9.2. 
 
In addition, participants felt that they now had an understanding of the 
knowledge they would need in sectors other than that they had done their 
PRTP in.  For example, participant #10 did their PRTP in a hospital, but 
commented on the knowledge needed in industrial pharmacy:  
 
“I never thought it was relevant really but obviously, if you wanna 
go into industry, which is something I don’t wanna do” #10, p26. 
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Participant #12 did their PRTP in community pharmacy but commented on the 
skills needed in hospital pharmacy: 
 
“If you work in a hospital you’re always on top of things […] but if 
you’re in a community pharmacy some of that knowledge can 
just go and you won’t need it” #12, p10. 
 
Participants felt that they knew the sector they wanted to work in in the future, 
and this would not change: 
 
“I know I want to do hospital now” #7, p3. 
 
“I think I was the only one out of the six month pre-regs who, who 
actually wanted to go forward with a, with the hospital […] It put 
the others off” #10, p4. 
 
“I learnt hell of a lot but I also realised that community isn’t quite 
for me” #14, p37. 
 
Only one participant voiced any uncertainty about their future: 
 
“I don’t know what the future holds so I could end up in a totally 
different country […] pharmacognosy might be very beneficial for 
me.” #12, p33. 
 
The rest appeared totally confident that they had chosen their preferred sector 
and this was where they would spend their career.  
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9.1.6. Link to other categories 
9.1.6.1. Link with the condition categories (realising the reality 
of the profession, developing practical knowledge and 
skills and learning from mentors) 
 
The links between the core category and the condition categories has been 
described in more detail in sections 8.1.4.1, 8.2.1.1 and 8.3.4.1. It is clear that 
experiences within realising the reality of the profession, developing practical 
knowledge and skills and learning from mentors, and the way participants react 
to these experiences affects the process of developing a professional identity 
for each individual.   
 
Equally, the process of developing a professional identity influences how these 
experiences are viewed and responded to by participants, for example seeing a 
poor role model at the beginning of the PRTP may result in a different response 
and result, than seeing one towards the end.  These links are denoted by the 
double-headed arrows on Figure 7.1. 
 
9.1.6.2. Link with now a trainee professional 
 
The process of developing a professional identity also has a direct and 
significant influence on the way participants perceive themselves as students; 
this is discussed in detail below and denoted by the double-headed arrow 
between developing a professional identity and now a trainee professional in 
Figure 7.1. 
9.2. Now a trainee professional 
 
As a result of their PRTP and developing a professional identity, participants 
had a strong vision of the kind of pharmacist they wanted to be when qualified.  
This in turn had an impact on the type of student they wanted to be on return to 
university, hence the category now a trainee professional.  Participants became 
determined to behave professionally and learn all they could, so that they were 
able to help patients.    
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The properties and dimensions of now a trainee professional are summarised in 
the table below: 
 
Table 9.6 Table summarising the properties and dimensions of now a trainee 
professional 
Property Dimension 
Behaviours and attitudes Unprofessional------------------------Professional 
Motivation to learn Unmotivated---------------------------Motivated 
 
9.2.1. Behaviours and attitudes 
 
Participants felt an increased responsibility as students, and began to see 
themselves as somehow different to other students within the university.  They 
also began to realise the value of the “Code of Conduct for pharmacy students” 
(GPhC, 2010; GPhC, 2012b) and to view themselves as now a trainee 
professional.  Participants described how their attitude as a student had 
become more professional as a result of completing their PRTP: 
 
“I feel like you take it a lot more like professionally.  Like it feels a 
lot more like a job and you’re working towards a career rather 
than you’re just coming to uni” #11, p15.  
 
“I think I’ve become more professional because I actually learnt 
and realised you know, I don’t wanna do this.  I wanna talk to 
patients more” #13, p30. 
 
"I am here as a student and as a trainee” #14, p22. 
 
Other participants felt their attitude had not changed because they were already 
professional: 
 
“I don’t think it gives the, gives it any more importance I think it 
just […] makes it easier to put into real situations because I’ve 
been there for six months.”#4, p29.  
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“I don’t think pre-reg probably did that much with, with 
contributing to lessons and stuff. I’ve always been quite like that” 
#7, p25. 
 
Participants also noticed this change is some of their peers on return to 
university: 
 
“I think you do see a bit more maturity […] a bit more of a 
seriousness about them” #9, p2. 
 
Participants were however aware of peers who they felt had not undergone this 
realisation and were still behaving unprofessionally: 
 
“Maybe they think that’s not important.  They think something 
else is important for them” #3, p31. 
 
“This isn’t school you know, you’re not forced to be here […] you 
probably don’t even have to turn up to this lecture […] people 
talking as well is really annoying.” #10, p28. 
 
One participant told of how she still behaved in a way she considered to be 
unprofessional at university, but that there is a clear difference between being a 
student and a qualified pharmacist: 
 
“I am a totally different person at work […] because I think, when 
I’m at Uni I can chill out […] I feel a bit naughty ‘cause I’m at 
school” #2, p39. 
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“Is there a line that you step over and before that line you’re 
a student it doesn’t matter and after that line you’re a 
pharmacist? 
There is yes.  I think there is a line. 
And how do you know where that line is? 
I don’t, I don’t know because I always know my boundaries and I 
don’t know how I know those boundaries but I always do” #2, 
p52. 
9.2.2. Motivation to learn 
 
The transition to a trainee professional often also resulted in a change to 
participants’ motivation to learn. They put more emphasis on learning whilst on 
their PRTP: 
 
“If I’m on study time and you’re dragging me in I don’t think that’s 
right.” #1, p16. 
 
“I really enjoyed reading the PJ (Pharmaceutical Journal) […] it 
was interesting reading all the news bits and things that had 
changed and the stock issues with drugs and things like that and 
what’s gone off the market, what’s coming back on”  #5, p19. 
 
“I’ve done it all independently myself.  I used to have my learning 
objectives […] work towards it, if anything that (I) haven’t come 
across […] for example, probably do warfarin clinic which (the) 
next door surgery used to run” #6, p5. 
 
They were also more motivated to learn when they returned to the university: 
 
“So it’s changed the way you study would you say? 
Yes definitely.  I think a lot of, a lot of us have said that we’ve 
come back to uni with a different attitude.  Not as a student but 
as a professional.” #2, p14. 
  
 151 
“I’ve got to the point where if I’m interested in something or I’m a 
bit confused about something I’ll make an effort to look it up”  #5, 
p37. 
 
“I think I’m much more enthusiastic […] I haven’t got any hospital 
experience so that really pushes me to see more before I 
graduate”  #6, p31. 
 
“So I mean like whereas as before like I missed like a lot more 
lectures and that, like this year I wouldn’t miss anything ‘cause I 
feel like it probably is relevant.” #11, p15. 
 
Participants did however admit to being less motivated to learn subjects that 
they perceived to be less useful to a qualified pharmacist: 
 
“I still approach it in the same way because obviously from a self-
interested point of view, all the exams count the same […] but in 
terms of thinking oh that’s something I’ll need to keep in my head 
and learn after this exam and perhaps that’s where the difference 
comes in. #8, p20. 
 
“It’s a really enjoyable subject that I didn’t really mind learning, I 
[…] was interested but perhaps the bulk of my revision was on  
the hospital module and consultation skills” #10, p27. 
9.2.3. Link with other categories 
 
As previously mentioned, now a trainee professional was a clear consequence 
of developing a professional identity.  As participants developed a vision of the 
kind of pharmacist they wanted to be, they also considered what they needed to 
do to get themselves there.  They began to internalise the professional norms 
and became highly motivated to learn; they did not want to be become the 
unprofessional pharmacist with insufficient knowledge. In turn, their learning 
and change in attitude also fed back into the development of their professional 
identity, as illustrated by the double-headed arrow in Figure 7.1.  
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10. Discussion and Conclusions 
10.1. Introduction  
 
The purpose of this chapter is to locate the grounded theory I have developed 
within existing literature and theoretical frameworks.  By comparing my findings 
to the published literature I will aim to refine knowledge within the field and 
make comparisons with existing theoretical frameworks in order to position this 
study and make recommendations for future research (Charmaz, 2006). I will 
discuss the limitations and generalisability of this study in section 10.7.  
Relating the theory to the literature will also enable me to consider the possible 
implications for regulators, placement educators, academic institutions and 
students (see section 10.8). 
 
As developing a professional identity is the core category of the grounded 
theory developed, I will begin with this category, and then move on to the other 
major categories: realising the reality of the profession, developing practical 
knowledge and skills, learning from mentors and now a trainee professional. 
 
Literature for this discussion was identified using a number of resources; 
Pubmed, Embase, Scopus and CINAHL were searched using relevant search 
terms and articles from the earlier literature review have been included as well 
as more recent publications. The reference lists of relevant articles were also a 
useful source of information.  
10.2. Developing a professional identity 
 
Firstly, it is important to be clear on what I mean by the process developing a 
professional identity in the context of this study.  The term ‘identity’ can be 
defined as: 
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“The condition or character as to who a person is […]; the 
qualities, beliefs etc. that distinguish or identify a person” 
(dictionary.com, 2016b) 
 
As was outlined in Section 2.3.2.1 the term ‘professional identity’ has been 
defined by Ibarra (1999) as: 
 
“the relatively stable and enduring constellation of attributes, 
beliefs, values, motives and experiences in terms of which 
people define themselves in a professional role” (Ibarra, 1999, 
p764) 
 
In this study developing a professional identity refers to the development of a 
future identity in a professional context, that of a student aspiring to be a 
pharmacist.  Participants in this study were describing the kind of pharmacist 
they wanted to be in future, rather than the student pharmacist they are. 
Developing a professional identity is therefore, an aspirational concept: a goal.  
Without longitudinal studies, it is not possible to know what kind of pharmacist 
participants in this study will actually turn out to be. There is recent literature 
demonstrating that students (in general) who are connected with their views of 
their future selves are likely to be more motivated, have increased self-control 
and achieve better academic performance (Adelman et al., 2017).  There is 
however, a paucity of literature relating to the aspirations of student pharmacists 
and so, alongside the literature presented here, I argue that this concept is an 
original one.   
 
There are several key pieces of literature that are of great use when considering 
the process of developing a professional identity.   In his seminal work on youth 
identity formation, Erikson (1968, p159) proposed that identity formation arises 
from “the selective repudiation and mutual assimilation of childhood 
identifications and their absorption in a new configuration”. Niemi (1997) used 
terms such as evaluation, selection and organisation of self-perceptions to 
describe this process.  The similarities between the terms used in this study and 
the grounded theory developed in my study (reflection, selection, socialisation 
and perception) are clear.   
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Erikson (1968) proposed four discrete statuses of identity formation, which were 
refined by (Marcia, 1966).  These relate to dimensions of self-exploration and 
commitment: 
 
 diffuse identity, in which the individual has not begun any exploration of 
identity, nor made any commitments. 
 foreclosed identity, refers to a state where firm commitments have been 
made but with little self-exploration. 
 moratorium describes a state where the individual is engaged in active 
self-exploration, but has not yet made any commitments. 
 achieved identity, has developed through extensive self-exploration and 
a commitment to personal goals. 
 
There has been much discussion about the dynamic nature of these statuses, 
and Marcia later described cycles or moratorium-achievement-moratorium-
achievement (Mama) cycles to demonstrate this (Marcia, 1980). Stephen et al. 
(1992) suggested that identity formation is not linear and might be more 
accurately described as a spiral, a never-ending process that results in an 
expansive and inclusive identity. 
 
Vivekanada-Schmidt et al. (2015) interviewed medical and dentistry students 
who had indicated significant changes in their professional identity. They 
identified three major themes; participation in the professional role via the use 
of ‘trying out’ and ‘visualisation’, recognition by others as a quasi-professional 
including ‘transference’ and opportunities to ‘dry run’, and involvement in 
extracurricular activities resulting in ‘self-actualisation’ and ‘changed horizons’.  
These will be related to the theory developed in my study at the appropriate 
point in the discussion below. 
10.2.1. Wenger’s communities of practice 
 
In his book “Communities of practice: learning, meaning and identity” Wenger 
(1998) argued that identity is a “way of being in the world” (p151), rather than a 
self-image; it is constructed by an interweaving of reificative projections and 
participative experience.  He proposed several types of trajectory of identity,   
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one of which is an ‘inbound trajectory’; newcomers are joining the community 
with their identities invested in their future full participation.  This describes the 
position of the participants in my study well, they are newcomers to the 
pharmacy community, with the expectation of becoming fully qualified 
pharmacists in the future.  Each event is important and contributes to their 
developing professional identities. 
 
Wenger (1998) proposed three modes of belonging to a community of practice; 
engagement, imagination and alignment.  ‘Engagement’ is an active process 
that itself combines three processes; the ongoing negotiation of meaning, the 
formation of trajectories and the unfolding histories of practice.  ‘Imagination’ 
refers to the different experiences of individuals; even if they are doing the 
same thing, they may be learning different things from it.  ‘Alignment’ is the 
process of playing our part in order to become something bigger. 
 
These modes of belonging can again be related to the process of developing a 
professional identity in my study.  Wenger (1998) used the term engagement to 
refer to “active involvement in mutual processes of negotiation of meaning” 
(p173).   This statement could describe the many proactive interactions 
between reflection, selection, perception of role and professional socialisation.  
Wenger’s use of the term imagination has similar meaning to reflection in the 
grounded theory I developed; considering another outcome or way of dealing 
things.  Finally the meaning of Wenger’s term alignment is similar to that of 
professional socialisation in my theory; participants are changing the way they 
act in order to align with expectations and to work as part of both a team and a 
bigger organisation. 
 
In conclusion, Wenger’s thoughts on identity describe the experiences of the 
participants in my study well. Whilst I have demonstrated that there are clear 
parallels, Wenger (1998) provides a description of the constituents of identity, 
not of the process of developing a professional identity. He has not considered 
to any great degree how changes in one aspect of identity may affect that in 
another, or how individuals may progress through stages of development of 
identity.   
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10.2.2. Lave and Wenger’s legitimate peripheral 
participation 
 
Although “Situated learning: legitimate peripheral participation” (Lave and 
Wenger, 1991) was published before “Communities of practice” (Wenger 1998), 
in many ways the latter book could be considered the prequel (hence its 
discussion above).  It describes in great detail the communities of practice that 
are referred to in the earlier book, which had focused on the process of 
becoming part of a community of practice.  Lave and Wenger (1991) argued 
that learning is not a separate process that can be undertaken in isolation, but 
that it is an integral part of social practice, and that it cannot be avoided.  They 
used the term ‘peripherality’ to describe a way of gaining access to growing 
involvement and full participation; an opening, and a way of moving from 
newcomer to old-timer.  Their focus was on the process of apprenticeship, with 
masters training apprentices.  The peripherality of the role of a pre-registration 
pharmacist could therefore be described as that of an apprentice, with their 
mentor(s) as masters. 
 
Lave and Wenger (1991) discussed the relationship between the master and 
the apprentice. Although the types of relationship in apprenticeships are 
variable, the common factor is that they allow legitimate access to participation 
in the community of practice.  Within the community of practice there is little 
observable teaching, rather the main practice is that of learning, with the 
curriculum being set by the environment rather than a set of dictates.  
 
They argued that the newcomer develops mastery via participation in the 
community of practice, not as a result of teaching from the master himself. 
Initially, the newcomer is able to observe the practice of the community; how the 
masters conduct themselves, how people who are not part of the community 
interact with it, and how more advanced apprentices behave.  This viewpoint 
changes as newcomers become more involved in the community and take on 
progressively more important tasks. 
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The links between this theory and the grounded theory produced in my study 
are clear.  Pre-registration pharmacists are granted access to the community of 
practice of their pharmacy by virtue of being an apprentice, and, as suggested  
by Lave and Wenger (1991) there was almost no suggestion of being 
specifically taught by their mentors one-on-one.  Participants observed other 
pharmacists, both senior pharmacists and more junior colleagues and began to 
realise the reality of the profession and learn from role models.  As they develop 
practical knowledge and skills they gradually take on more responsibility, much 
in the manner suggested by Vivekanada-Schmidt’s (2015) categories ‘dry run’ 
and ‘trying it out’. This enables them to undergo the process of developing a  
professional identity, by considering and reconsidering the kind of pharmacist 
they want to be.  
 
Lave and Wenger (1991) used the term ‘transparency’ to describe the access 
that apprentices have to both physical surroundings and the flows of information 
and conversation, in a context they can make sense of.  This can also be 
related to the process of developing a professional identity in my study.  Pre-
registration pharmacists have access to the physical environment of the 
pharmacy and through the ‘condition’ categories (realising the reality of the 
profession, developing practical knowledge and skills and learning from 
mentors) they are exposed to information flows and conversations.  They are 
neither pharmacists nor technicians, and whilst this can cause problems with 
their integration, it does give them access and insight into several different flows 
of conversation.   
 
They see role models for themselves, and they also observe other people’s 
reaction to them, for example, when seeing unprofessional behaviour, they are 
very aware of the views of other members of the team.  As part of developing a 
professional identity, participants reflect on this, select the attributes they wish 
to emulate (or not), combine this with their perception of the role, which may be 
different to that of the other staff, and begin to become professionally 
socialised; they are not just learning from the mentor themselves, but from other 
members’ reactions to the mentor. 
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Lave and Wenger (1991) proposed that, whilst apprentices are required to 
expend less effort and assume less responsibility than full participants, their 
initial contributions are still useful. Their value increases as the apprentice 
becomes more skilled, with the main value to the apprentice coming from 
integration within the team. Both of these aspects were seen in this study, for 
example teamwork was a significant aspect of doing the job, with several 
participants commenting explicitly on the value of being part of the team. 
 
To become a full participant in a community of practice, an individual must 
commit more time, accept more responsibility and riskier tasks and develop a 
sense of identity as a master practitioner. Therein lies an issue for participants  
in this study.  They have not yet developed their full professional identity, partly 
because they are not able to fully take on the role and responsibility of the 
pharmacist; they are not legally able to assume these responsibilities. 
 
Whilst Lave and Wenger (1991) stated that they “have claimed that the 
development of identity is central to the careers of newcomers in communities 
of practice” (p115), they do not offer an explanation of how that identity is 
formed. The core category developing a professional identity in this study, as 
depicted by Figure 7.1, is a representation of how this occurs. 
 
The following sections will discuss the four stages of developing a professional 
identity; reflection, selection of attributes, professional socialisation and 
perception of role. 
10.2.3. Reflection as part of developing a professional 
identity 
 
I use the term reflection to describe a stage of developing a professional 
identity.  The meaning is similar to Wenger’s use of the term ‘imagination’ 
(1998), and describes one of the ways in which individuals in my study ascribed 
different meanings to experiences that were fundamentally similar, such as 
witnessing unprofessional behaviour in a role model.  Owen and Stupans 
(2009) pointed to several studies that have demonstrated that reflective learning 
can contribute to significant learning on placements and help the development   
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of communities of practice (Wenger, 1998) and proposed that by developing 
appropriate scaffolding universities can help students achieve reflection-in-
action, reflection-on-action and reflection-for-action (Owen and Stupans, 2009).   
 
There is also evidence within the pharmacy profession that reflection is useful in 
the development of professional understanding.  Black and Plowright (2008) 
found that reflective learning led to a deeper level of learning in postgraduate 
pharmacy students, and participants felt this could be harnessed to improve 
standards of professional practice.  Johnson and Chauvin (2016) found that the 
use of reflective essays following a placement in pharmacy students in the USA 
aided professional identify formation and therefore proposed that this method 
could be used in pharmacy curricula. 
 
Niemi (1997) studied the development of professional identity in medical 
students in Finland. He reviewed the learning logs of students after their 
experiences in GP surgeries, and identified four distinct groups; committed 
reflection, emotional exploration, objective reporting and finally, scant and 
avoidant reporting. He also found links between the type of reflection students 
undertook and their views of the profession.  Committed reflectors had the 
clearest view of the profession, and were the most certain about their 
professional choice; the authors assert that this demonstrates their increased 
professional confidence.  
 
In their study of Dutch medical students, Helmich et al. (2012) identified four 
groups of students. The first, termed as ‘feeling insecure’ viewed workplace 
experience as difficult and fearful, a huge burden.  The second group who 
remained largely detached and focused on procedural elements during 
placement, was termed ‘complying’.  The third group was termed ‘developing’; 
the students were actively engaged in emotional exploration and personal 
development. The final group were termed ‘participating’ and they actively 
contributed to patient care.  This group were “receptive to their own feelings and 
engage(d) in an embodied and differentiated process of meaning making” 
(Helmich, 2012, p1081). In other words, the ‘developing’ and ‘participating’ 
students were engaging in reflection.  The nursing students in Arreciado 
Maranon and Isla Pera’s Spanish study (2015) were also clear that placements   
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helped to develop an ability to reflect on situations and consider diverse 
opinions. 
 
These studies support my assertion that reflection is a key part of the process of 
developing a professional identity in participants in my study. However, they 
also highlight that there may be groups of students who do not use reflection in 
the development of their professional identity.  These groups in the studies 
above appear to have generally negative characteristics, and as previously 
mentioned (see Section 6.1.1), the group of participants in my study were self-
selecting.  Further research would be needed to identify how/if less professional 
students develop their professional identity, although this in itself would be 
difficult to determine. 
10.2.4. Selection of attributes as part of developing a 
professional identity 
 
I have used use the term selection of attributes to describe a stage of 
developing a professional identity.  By this I mean that participants went through 
a process of analysing different attributes of professionals (usually as a result of 
what they had witnessed in role models), and selecting which ones they felt 
were desirable or undesirable. They then made a conscious decision about 
whether they wanted these attributes to be part of their professional identity.  All 
participants in this study wanted to emulate behaviours they perceived as 
‘professional’ and did not want to emulate behaviours they perceived to be 
‘unprofessional’. 
 
Rodger et al. (2011) also found that physiotherapy students valued the 
opportunities to learn from role models that are provided by placements.  This 
was in terms of both acquiring practical skills and the way the mentor worked in 
the environment.  One student said: 
 
“I liked the fact that you could go ‘I really like how she does that, I 
like how that’s done, I like how that’s done. I’m going to merge 
them together and make my own practice” (Rodger et al., 2011, 
p199)   
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This quote is very similar to quotes from my study (Section 9.1.3), and echoes 
the findings of Arreciado Maranon and Isla Pera (2015). Within pharmacy, Elvey  
et al. (2011) gave examples of how pre-registration and newly qualified 
pharmacists noted the behaviours of positive and negative role models and 
used them to consider how they wanted to behave themselves. This 
demonstrates how the process of developing a professional identity may be 
similar in different healthcare professions. 
 
Felstead and Springett (2016) gave examples of nursing students who witness 
unprofessional behaviour in a role model and actively decide not to emulate 
such behaviour.  They propose that the ability to do this is perhaps encouraged 
by a focus on reflective learning in nursing.  Nurses in their study also 
commented on the inconsistency in role models, and that their actions may be 
contrary to students’ expectations, much like the participants in my study.  
 
The MPharm course at the University of Bradford has increased the emphasis 
on reflective learning over the last decade and as suggested by Elvey et al. 
(2011) and Felstead and Springett (2016), this may be a contributing factor in 
participants in this study consistently deciding not to emulate a role model’s 
behaviour. 
10.2.5. Professional socialisation as part of 
developing a professional identity 
 
The terms ‘professional identity’ and ‘professional socialisation’ have similar 
meanings, however I maintain that they are very different processes. 
 
Professional socialisation has been previously defined (Section 2.3.2.1) as: 
 
“the process of inculcating a profession’s attitudes, values and 
behaviours in a professional” (APhA-ASP/AACP-COD, 2000, 
p97). 
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The use of the term ‘inculcating’ implies:  
 
“to implant by repeated statement or admonition; teach 
persistently and earnestly” (dictionary.com, 2016c) 
 
Therefore the process of professional socialisation is about participants learning 
the behaviours and attitudes of the profession.  It doesn’t imply that they reflect 
on them, or consider which aspects they feel are positive or negative; it is 
simply learning them, and abiding by them.   
 
I argue that this was an important aspect of developing a professional identity in 
this study; it is vital that pharmacists are aware of how they are expected to 
behave, by both the public and their colleagues. However, as demonstrated in 
Figure 7.1 it is only one aspect of the process, as participants needed to reflect 
on aspects of their professional socialisation and consider which they wanted to 
internalise and embed in their professional identity. 
 
Until recently most of the literature on professional socialisation related to other 
healthcare professions.  Therefore, in this section I will describe the theories 
that have been proposed relating to the development of professional 
socialisation in pharmacists and other healthcare professionals, and compare 
and contrast them with the findings in my study.  
 
As summarised in Chapter 4, Schafheutle, Jee and their teams have published 
several papers considering the process of professional socialisation in 
pharmacists in the UK since my study began.  Schafheutle et al. (2012) found 
that practice experience, learning from role models and practical classes at 
university were all ways in which students learnt about professionalism.  They 
also assessed the ways that professionalism was taught at these schools of 
pharmacy (Schafheutle et al., 2013) using curriculum mapping and found 
differences between the ‘intended’ curriculum and the ‘taught’ and ‘received’ 
curriculum.  They argued that in order for professionalism to be taught 
coherently there needs to be consistent overlap between these aspects.   
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Jee (2014) and Jee et al. (2016a; 2016b) considered the process of 
professional socialisation during the one year pre-registration training 
placement.  They undertook a longitudinal study and used thematic (template) 
analysis to identify the main themes.  Participants had completed their four year 
MPharm degree and so were at a different point in their education to those in 
my study, however, the findings are still relevant.  They identified three major 
themes: ‘learning from others’, ‘services, patient mix and medicines’ and 
‘changing roles of trainees’ (Jee et al. 2016a).  These are similar to major 
categories identified in my study, learning from mentors, developing practical 
knowledge and skills and realising the reality of the profession. Jee et al. 
(2016b) also identified aspects of professionalism that improved during the pre-
registration training year, including appearance, interpersonal skills, 
responsibility and communication skills.  It is likely therefore, that one year pre-
registration trainees undergo a similar process to that of those undergoing the 
early pre-registration placement in my study.  
 
Interestingly, the themes identified by Jee et al. (2016a; 2016b) relate to the 
major subcategories but not the core process in my study.  This may be due to 
the difference in methods used as template analysis uses a priori themes and  
builds on them, rather than allowing themes to emerge from the data with the 
aim of developing a theory (Jee et al., 2016a). 
 
10.2.5.1. Knowing the rules 
 
Bendall (1976) found that in 84% of nurses, for any given situation their actions 
on the ward had no correlation with what they said they would do on paper and 
concluded that whilst nursing was taught as a patient-centered profession, it 
was in fact practiced as a job-centered profession. Melia (1987) agreed that 
student nurses abandoned the ideals they had learnt in college and adopt a 
task-focused approach to the job. 
 
As outlined in Section 4.2.3.4 Melia (1987) discussed the occupational 
socialisation of nurses in her book, “Learning and working: the occupational 
socialization of nurses”.  This is different to professional socialisation as it 
considered the process of fitting in, as experienced by student nurses; Melia   
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herself was clear that the process they described was not that of becoming a 
professional, rather of doing a job. Despite these differences, there are 
comparisons and contrasts that can be made with the participants in my study. 
 
Melia (1987) first coined the term ‘learning the rules’ in the context of 
occupational socialisation. She identified ‘talking isn’t working’ and ‘looking  
busy’ as two key unwritten rules in nursing practice and explained the 
importance of student nurses learning and following these rules if they were to 
succeed in the profession.  Maben et al. (2005) later identified four rules of 
practice for nursing: ‘hurried physical care prevails’, ‘no shirking’, ‘don’t get 
involved with patients’ and ‘fit in and don’t rock the boat’. Physical tasks were 
prioritised over psychological care of patients and the lack of compassion which 
was encouraged caused distress to participants in the study. This demonstrates 
that whilst nursing practice has changed since Bendall (1976) and Melia’s 
(1987) early work, nursing students still face the prospect of learning the rules. 
 
There are currently no published studies that consider this aspect of 
professional socialisation in pharmacists. Participants in my study identified that 
some rules were written down, for example in induction booklets, dress policies, 
or aspects of the law.  Many rules however, were not written down and 
participants had to work them out for themselves, as well as make a judgment 
about whether they were ethical and correct.  Participants learned that there are 
particular ways of interpreting the rules and doing things, and that what is 
considered acceptable practice in one pharmacy may not be acceptable in 
another; several participants commented on the different rules in different 
places.  This caused confusion amongst the participants, who sometimes were 
not aware of the legal or professional basis for the rules until either returning to 
university or working in a different establishment. 
 
I have included these aspects as part of the major category developing practical 
knowledge and skills, however it was not a significant aspect of this study.   
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10.2.5.2. Learning to play the game 
 
As outlined in section 4.2.3.4 Clouder (2003) found that professional 
socialisation was subject to a large amount of strategy and personal agency.  
She found that students were actively engaged in considering how they 
presented themselves, and how they acted out their professional selves.  
Interestingly, two of Clouder’s participants, the mature students, did not think 
strategically at all.  It is not clear whether this was due to their previous  
experiences or not, and this is proposed as an area for further research 
(Clouder, 2003).   None of the participants in my study were mature students. 
In his study on pre-registration pharmacists, Jee (2014) considered the 
possibility for impressionable students to adopt unprofessional behaviours.  He 
suggested that participants were not simply passively moulded into 
professionals and that personal agency also had a role in professional 
socialisation, which negated the likelihood of his participants taking on negative 
characteristics of their role models.  He proposed that this was possibly a result 
of the previous positive pharmacy experiences his participants had been 
exposed to. 
 
There was evidence of some level of tactics and personal agency amongst 
participants in my study.  Participants describe an awareness of only being on 
placement for six months and so not wanting to get drawn into the politics of the 
work environment; ‘not rocking the boat’ and ‘putting up with things’.  One 
participant also demonstrated an awareness that her/his behaviour on 
placement would be remembered if he was to apply for a job on graduation, 
whereas several participants felt that they did not have the power to do anything 
about practices they disapproved of and so they put up with it.  
 
Participants certainly described strategy in the way they had approached 
learning at university before placement, often learning ‘just to pass the exam’ 
(open code).  Even after placement several participants said that they would put 
less effort into modules they did not perceive as relevant to their future.  This is 
similar to findings amongst medical students in Australia who “game[d] the 
system” (Birden and Usherwood, 2013, p208) by using marking criteria to 
create fictional cases for reflection.  
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Despite some evidence of personal agency, I did not identify it as a major 
category in this study.  It may be that my approach and interview techniques 
were indeed not critical enough to detect this, and there are no obvious reasons 
why pharmacy students would be different to nursing or occupational health 
students in this aspect. 
10.2.6. Perception of role and developing a 
professional identity 
 
The remaining stage of the process of developing a professional identity is the 
way the participants described that they now knew what their future role would 
be.  Seeing the way pharmacists are in practice, and the situations they need to 
deal with enabled the participants to judge everything against their perception of 
what is required of a pharmacist.  This was sometimes different to impressions 
they had gained from university teaching, and may be related to the theory-
practice gap. 
10.2.6.1. The theory-practice gap 
 
As described in section 4.3.2 the theory-practice gap in nursing has been 
described by many researchers over many years, and refers to the difference 
between what is taught in the classroom and what is seen in practice. 
 
A new curriculum ‘Project 2000’ was introduced in 1986 (United Kingdom 
Central Council for Nursing, Midwifery and Health Visiting, (UKCC) 1986). 
However studies found that this had little effect with students becoming 
desensitised (Greenwood, 1993) and having little support to navigate the 
realities of practice (Maben et al., 2005).  In 1999 the Department of Health 
published the White paper “Making a difference: Strengthening the nursing, 
midwifery and health visiting contribution to health and health care” (Department 
of Health, 1999) in which they aimed to improve nursing education by ensuring 
placements that were longer and of higher quality.  This resulted in further 
changes to the curriculum and a greater emphasis on mentors and their 
assessment of students.  In their more recent study into the roles of mentors on 
student nurse placements Carlson et al. (2010) found that focusing students on   
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‘the caring role’ of the nurses was an important aspect of the mentor’s role.  
This was a Swedish study however, and may not reflect nursing practice in the 
UK. 
 
Despite the body of literature relating to the theory-practice gap within nursing, 
there is relatively scant literature on the phenomenon within medicine, 
physiotherapy and pharmacy (Ward and Wasson, 2016; Cresswell et al., 2013)  
and there are no publications considering the phenomenon solely within 
pharmacy.   
 
10.2.6.2. Perception of role in this study 
 
Participants in my study used their perceived knowledge of their future role 
when considering what aspects of professionalism were important to them.  For 
example, participants who were planning on a career in community pharmacy 
were aware of the fact that there is often only one pharmacist in the pharmacy 
and they are responsible for all decisions and errors. This led them to reflect on 
the responsibility of the pharmacist and how they would deal with it in future.  
They also used this perception when considering the effort they would put into 
future learning, with increased effort going into modules they perceived to be 
more relevant to their future practice. 
 
An important issue struck me when analysing interviews where the perception 
of role was discussed; none of the participants considered that they may have 
got it wrong.  They might change direction in the future, or they may not have 
fully understood the role, or they may adopt a portfolio career working in 
different sectors.  Participants were very focused on their future, but only one 
version of their future, and appeared to have no contingency plans should this 
not be fulfilled.  This raises questions about the need to educate students on 
the need for alternative plans, resilience, foresight, coping and recovery.  The 
consideration of these aspects is outside the scope of this study, which focuses 
on the lived experiences of participants, however it would be an interesting area 
for future research.  It also raises a question about whether universities have a 
responsibility to ensure that pharmacy students are prepared for work in 
different sectors.  
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10.2.7. Other aspects of developing a professional 
identity in the literature 
10.2.7.1. A status passage 
 
A status passage can be defined as the process of change from one social 
status to another (Bradby, 1990) and has been studied in many social settings 
including new jobs (Louis, 1980), prison and the life cycle (Glaser and Strauss,  
1971) as well as nursing.  Participants in my study clearly described a change in 
themselves which can be described as a status passage; by the end of their 
placement they are no longer simply students, they are trainee professionals; 
this resulted in increased motivation to learn. 
 
In her study of student nurses Bradby (1990) found that nursing students found 
their status passage easier if they had higher self-esteem and lower anxiety 
scores, and had a firm personal identity.  It is not possible to make such 
comparisons in this study as these aspects were not measured objectively, 
however references participants made to their personality and values appear to 
corroborate these findings. 
 
Bradby (1990) found that nurses took between six and ten months to become 
socialised into the nursing profession and in this study participants appeared to 
be comfortable in the pharmacy environment by the end of their six month 
placement 
10.2.7.2. Benner’s novice to expert theory  
 
Benner (1982) described the transition of nurses from novices to experts in their 
field.  Although based on nurses working in an acute setting, the stages are 
useful in describing the development of expertise in pharmacy in general and in 
participants in this study. 
 
Novice students have no practical experience of reality to guide them and 
therefore have rigid thinking and cannot use judgment.  The next stage is 
advanced beginner where individuals demonstrate marginally acceptable 
performance, have some experience and have learnt from expert practitioners.   
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 They need to concentrate on following the rules and so absorb little of the 
situation.  At the level of competence, the individual has mastered most skills 
and can follow a structured approach to the daily routine.  They can consider 
their actions in the light of long-term plans and uses this to prioritise their 
actions.   At proficiency, one can see the situation as a whole and arrive at 
solutions more easily; they can recognise when a situation is not normal and 
have a deeper understanding.  Finally, as an expert intuition, is used for 
decision-making, rather than an analytical approach and the salient points in a  
given argument can be easily targeted. The expert has a very deep 
understanding of the situation (Benner 1982). 
 
Participants in my study can be described as advanced beginners; they have 
been exposed to other pharmacists of varying expertise and are learning how to 
follow the rules.  They do this rather than use their judgment, but the 
participants in this study did demonstrate the beginning of an awareness that 
not everything can be solved with rules and the professional judgment is often 
required. They describe seeing junior pharmacists at the level of proficiency and 
expert pharmacists who clearly work on intuition; this gives them something to 
strive towards. 
10.2.8. Developing a professional identity; the next big 
issue? 
 
Since the concept for this study was developed, there has been a surge in 
interest in professional identity, as the recent dates of many publications in the 
above sections demonstrate.  This is partly as result of a Carnegie study 
(Cooke et al., 2010) in the USA, which identified addressing professional 
identity formation explicitly in the medical curriculum as one of its four main 
areas for reform (Section 4.5). 
 
In her review article, Monrouxe (2010) proposed that it is vital to gain an 
understanding of the way identities develop within medical education, as 
students who struggle with this process are likely to develop unstructured 
coping mechanisms and come into conflict with the professional role, or reject it 
completely (Costello, 2005). There have been many studies in the area, with   
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role modelling and reflection emerging as important aspects of developing a 
professional identity (Wilson et al. 2013).   
 
Cruess et al. (2015) used a literature-based approach to develop a schematic 
representation of professional identity formation and socialisation in medical 
students and newly registered doctors. The result was three diagrams, 
representing professional identity formation, factors involved in socialisation and 
the roles that medical students play during the process of socialisation.  These 
included several elements of the grounded theory developed in this study, such 
as conscious reflection on both role models and experiences, learning to play 
the role and increased competence. 
 
The development of professional identity in nursing has been touched upon in 
the literature, however there is often little distinction between the process of 
professional socialisation and developing a professional identity, making it 
difficult to draw comparisons between the professions (Arreciado Maranon and 
Isla Perra, 2015; Traynor and Buus, 2016).  
 
As described by Mylrea et al. (2015) there is a growing emphasis and quantity 
of literature on the development of professional identity in pharmacy students.  
Elvey et al. (2013) found that pharmacists had nine different professional 
identities.  Whilst this study was focused on personas rather than professional 
identity as described in my study, it does highlight the confusion that 
pharmacists may feel about their professional identity. Noble et al. (2014) used 
an ethnographic approach to explore whether the Australian pharmacy 
curriculum enabled pharmacy students to develop a sense of professional 
identity. They found that it actually reinforced participants’ identities as students, 
making their future transition even more difficult.  Noble et al. (2015) also 
interviewed 15 Australian pharmacy graduates about their experiences of the 
transition from student to qualified pharmacist.  They identified three themes (1) 
curricular influence on identity (2) encountering the realities of practice and (3) 
understanding what it means to be a pharmacist.  These clearly align with two 
of the three condition categories in the grounded theory developed in this study; 
realising the reality of the profession and developing practical knowledge and 
skills. They proposed that this was essentially due to the theory-practice gap,   
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with the reality of the role not living up to graduates’ expectations.  Interestingly, 
participants in my study felt that the pharmacy curriculum had a relatively minor 
impact on the development of their professional identity. 
 
Finally, Mylrea et al. (2017) suggested that self-determination theory can be 
used to move pharmacy students towards a state of intrinsic motivation, which 
they contended would facilitate professional identity formation by enabling the 
student to “think, feel and act like a pharmacist” (Mylrea, 2017, p6). 
10.2.9. Conclusion – Developing a professional 
identity 
 
Having reviewed and presented the literature in this area, as well as presenting 
the supporting data obtained, I have justified developing a professional identity 
as the most significant (core) phenomenon that pre-registration pharmacists 
underwent whilst on their early pre-registration placement.  
 
I have also presented the evidence for the inclusion of the four stages of 
developing a professional in the grounded theory; reflection, selection of 
attributes, professional socialisation and perception of role.  The grounded 
theory generated in my study has been compared and contrasted with other 
theories proposed in the literature, and it is clear that it resonates with other 
literature in the area, although the four stages have not been integrated in one 
theory before now.  Therefore the theory developed uniquely identifies both the 
core process occurring on the early PRTP and the stages through which 
students move during this process. 
 
Given the recent emphasis on professional identity in the medical literature, it is 
likely that the concept will become important in pharmacy education in the 
future.  This makes the completion of my study a timely development and a 
useful addition to the literature in the area.  In the following sections I will 
discuss the literature around the other major categories in the theory. 
  
 172 
10.3. Realising the reality of the profession  
10.3.1. Introduction 
 
Participants in this study spoke extensively about their shock at realising what 
working as a pharmacist is really like. Realising the reality of the profession is a 
major category in the grounded theory, with properties relating to understanding 
of the role and acceptance of the role.   
10.3.2. Reality shock 
 
Over forty years ago, Kramer (1974) coined the term ‘reality shock’ to describe 
the difference between the expectations of newly qualified nurses and the 
reality of clinical practice. She proposed that reality shock consists of several 
stages: honeymoon, shock and rejection, recovery and finally, resolution in 
which nurses make a decision about the future, namely whether to adapt to the 
current position, or change (which may involve leaving the profession). The 
result of this process was often an impersonal approach towards patients and a 
task-based approach to the job (Kramer, 1974).   
 
Despite many changes to the curriculum, the phenomenon is still an issue 
within nursing today and has been shown to have a detrimental effect on patient 
care and person-centered values (Stacey and Hardy, 2011; Traynor and Buus, 
2016).  Martin and Wilson (2011) also described the phenomenon of reality 
shock in graduate nurses in their relatively recent phenomenological study.  
They describe how their participants did align closely with the different stages of 
reality shock (Kramer, 1974) throughout their first year of practice, describing it 
as a “treacherous journey” that caused some individuals to leave nursing 
entirely (Martin and Wilson, 2011, p21).  
 
Duchscher (2009) uses the term ‘transition shock’ to describe the non-linear 
process of moving from the role of a student to that of a qualified nurse.  She 
describes changes that are emotional, physical, sociocultural and  
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developmental, and intellectual and presents a model to describe the 
processes.  The model is developed from research in Canadian nurses, 
however it correlates well with the general literature on professional 
socialisation in nurses in the UK.  Arreciado Maranon and Isla Pera (2015) also 
found that placements in nursing helped students to realise the professional 
reality, but this was not viewed as a negative consequence.  The transition from 
medical student to newly qualified doctor has also been studied by Brennan et 
al. (2010).  They found that it was a stressful process, with new responsibilities, 
managing uncertainty and feeling unsupported emerging as particular themes. 
Stress was reduced where participants had gained early, meaningful clinical 
experience as undergraduates.  Within pharmacy, Jee and colleagues (Jee, 
2014; Jee et al., 2013) found that pre-registration pharmacists did experience 
difficulties applying knowledge from their degree in a practical setting and 
approached this with some trepidation and a lack of confidence.   
 
Whilst participants in my study did describe a process that could be referred to 
as reality shock, they did not appear to align closely with the stages proposed 
by Kramer (1974). Although there are aspects of the ‘honeymoon’ and ‘shock 
and rejection’ phases in one or two individuals, it cannot be claimed that this 
model fitted the participants in this study well. Some could be said to be in the 
‘recovery’ phase, in which individuals begin to evaluate the work environment, 
and some had moved on to the ‘resolution’ phase, in making decisions about 
their future. It may be that participants had simply forgotten going through the 
‘shock and rejection’ phase, as none of them mentioned this in our interviews.  
Similarly, the overall process appeared to be more positive than that portrayed 
by Duchscher (2009), with participants describing the placements in 
overwhelmingly positive terms, so it is possible that they really did not 
experience all stages of reality shock.   
 
10.3.3. Understanding of the role 
 
There are three subcategories to this major category, which describe the most 
significant aspects of the process of understanding the role as perceived by the  
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participants: spectrum of professionalism, realising the responsibility of the role 
and patients as people. 
10.3.3.1. Spectrum of professionalism 
 
As discussed in Chapter 3 there are multiple definitions of professionalism and 
almost as many tools to measure it.   
 
Hall (1968) developed the general Professionalism Inventory Scale that 
provides an overall professionalism score and scores for five subsets: use of 
the professional organisation, belief in public service, autonomy, belief in self-
regulation and a sense of calling.  It has been used extensively in research into 
professionalism, however its relevance to modern definitions of professionalism 
is questionable. Wynd (2003) found that higher professionalism scores are 
gained by nurses who have been in practice longer, had degrees and were 
certified in specialist nursing areas. I would argue that this questionnaire does 
not actually measure professionalism, rather it is a measure of experience and 
level of expertise. This does not fit with modern definitions of professionalism, 
where a newly qualified nurse can be just as professional as an experienced 
one. 
 
Within pharmacy Hammer et al. (2000) developed and validated a tool, the 
‘behaviorism professionalism instrument’ (BPI) to measure the professionalism 
of American pharmacy students.  They identified four main subsets; 
appearance, responsibility, interpersonal/social skills and communication skills. 
Jee et al. (2016b) recently used this tool to gather longitudinal information about 
trainee pharmacists’ professionalism in the UK. The ability to derive scores for 
specific subsets is helpful, and makes explicit that a person can be more 
professional in one aspect than they are in another, but it does impose a 
definition of professionalism that is not universally agreed. 
 
Regulators also acknowledge the difficulties in specifying required levels of 
professionalism.  The HCPC (2014) explicitly state that their regulations aim to 
stipulate a basic level of professionalism, rather than provide a specification.  
Throughout the duration of this study the GPhC had a set of ‘Standards of 
conduct, ethics and performance’, which stipulated the standards that all   
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pharmacists should meet, and like the HCPC, they were concerned only with 
minimum standards (GPhC, 2012b). At the time of submission, these standards 
had recently been updated, with a renewed focus on patient-centered 
professionalism (GPhC, 2017a). The GMC and NMC have their own sets of 
standards (GMC, 2013 and NMC, 2015). 
 
The literature and the regulators acknowledge that there are different levels and 
areas of professionalism however participants in this study were shocked to see 
different levels of professionalism amongst qualified pharmacists. They may all 
meet the minimum regulatory standards but participants in this study were often 
not comfortable with the levels of professionalism they witnessed in practice.  
They felt confused and as though nothing in their university teaching had 
prepared them for this, and appeared initially to view professionalism in an all-
or-nothing fashion.  They also struggled with the concept that a pharmacist can 
be very professional in one area, but unprofessional in another, for example, an 
exemplary clinical pharmacist can be habitually late for work. This caused 
participants to question and redefine their personal ideas of what constitutes a 
professional, and unprofessional pharmacist. 
 
There is a paucity of literature relating directly to the idea of a spectrum of 
professionalism, either relating to the views of students or qualified healthcare 
professionals within pharmacy or any other healthcare profession. However, an 
indirect link can be drawn with the literature relating to mentoring and role 
modelling, where much is made of the variation in quality of mentors.  Links to 
the phenomenon of reality or transition shock (Kramer, 1974, Duchscher, 2009), 
whilst implying that nurses often see unprofessional behaviour in practice, are 
also indirect.  
 
Jee et al. (2016b) measured professionalism in pre-registration pharmacists 
using numerical scales, and so did describe how various aspects changed 
throughout the training period for the study population. They did not attempt to 
explicitly describe a sociological process and therefore did not examine why 
these aspects changed.  This appears then, to be a previously unexplored 
concept, and further research in the area would be useful to help identify 
whether different healthcare professionals go through this realisation, and the   
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impact it has on their professional socialisation and development of a 
professional identity. 
10.3.3.2. Responsibility of the role 
 
In their study, Brennan et al. (2010) followed medical students through the 
transition to junior doctor.  One of the main themes that emerged was the 
responsibility of the role, with doctors realising they were actually responsible 
for the lives of patients; a realisation that caused a great deal of anxiety.   
 
Hinds and Harley (2001) also identified a feeling of inadequacy, particularly 
relating to knowledge and skills, within newly registered nurses.  Their study 
(2001) is now 16 years old and was undertaken in Australia.  They only 
interviewed four participants and these were newly qualified nurses, not 
pharmacists. Whilst interesting and useful comparisons can be drawn between 
their study and mine, there are clear limitations to this. Ferguson and Hope 
(1999) interviewed mental health nurses a year after completing their 
programme and there was a real emphasis on the difference between being a 
student and a qualified nurse.  They referred to the responsibility of being 
qualified and how it is “a different world” (Ferguson and Hope, 1999, p635).   
 
This theme is not widely discussed in the pharmacy literature.  Jee (2014) did 
find that pre-registration pharmacists were taking on more of the responsibilities 
of the role of the pharmacists as they progressed though their PRTP, however 
he did not discuss whether they had been fully aware of these responsibilities 
before beginning their PRTP.  Participants in my study very clearly articulated 
becoming aware of the responsibility a pharmacist would have once qualified, 
and the impact this had on them. This appeared to motivate them to work 
harder and consolidate their knowledge when back at university. 
 
Further research in this area would be useful to discover how significant these 
feelings are and what can be done within the higher education environment to 
prepare newly qualified professional for this realisation and reduce their stress 
levels. 
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10.3.3.3. Patients as people 
 
As explained in Section 8.1.2.3 participants in this study experienced a 
revelation when they realised that their patients were real people.  This is an 
interesting finding, and in contrast with much of the literature in both nursing 
and medicine which discusses a lack of students seeing patients as people in 
these groups, particularly following clinical placements. 
 
It has been proposed that professional socialisation into nursing can result in an 
individual’s desensitisation to patients and shifting of their viewpoint to one of 
the profession, rather than their initial personal ideals (Greenwood, 1993).  
Interestingly, neither Bradby (1990) nor Martin and Wilson (2011) raised the 
realisation of patients as people in their discussions relating to the socialisation 
of newly qualified nurses. In fact, patients are barely mentioned at all. This 
could be seen to perpetuate the belief that the job of nursing is task-based 
rather than patient-based. 
 
Studies within medical schools have also shown a decline in patient-
centeredness and empathy with exposure to clinical placements. Suggested 
reasons for this include short placements that do not allow the integration of 
students into the team and an under-developed professional identity in students 
(Hudson et al., 2016, Undermann and Hirshfield, 2016, Hojat et al., 2004).   
 
In a study looking at pharmacy students in the USA, levels of emotional 
(experiencing the feelings of others) empathy were higher than behavioural 
(action orientated) and cognitive (understanding of another’s perspective) 
empathy. Overall empathy scores were lowest in the 3rd year cohort. The 
authors compare these findings with similar results in medics and propose 
possible reasons, including the development of bias against particular patient 
groups, exhaustion from workload and frustration with the healthcare system 
(Tamayo et al., 2016). 
 
In contrast, James and Chapman (2009) found that student nurses in Australia 
felt ‘overwhelmed and confronted’ by the illness, pain and suffering of their   
 178 
patients whilst on their first acute clinical placement.  The concept of ‘patients 
as people’ emerged with participants beginning to see patients not as simply a 
diagnosis but as vulnerable people with families, friends and careers (James 
and Chapman, 2009). In my study, this category profoundly affected 
participants’ motivation to ensure that they had the knowledge required of a 
pharmacist, as well as prompting them to consider the kind of pharmacist they 
wanted to be. This may have been helped by the length of the placement, (six 
months) which allowed the participants to become integrated into the pharmacy 
team and get to know patients on a personal basis.  Participants also felt they 
had directly contributed to the care of their patients, rather than simply 
observing others undertake the role, which may also have had a positive effect. 
 
It is important to note that James and Chapman’s work (2009) was included in 
my initial literature review (Section 4.2.3.2) so I was aware of the theme 
‘patients as people’ when analysing the data from my participants.  Great care 
was taken therefore to ensure that my category patients as people was 
grounded in my data. In addition the properties and dimensions of my category 
are different to those of James and Chapman (2009). 
 
Bumgarner et al. (2007) found that the use of short stories in professionalism 
education led pharmacy students to develop an understanding that their clients 
were patients, and not customers. The importance of the ability of pharmacists 
to connect with others (patients and colleagues) is reflected in the taxonomy of 
professionalism proposed by Brown and Ferrill (2009) with words used to 
describe the ‘connection’ domain including compassion, empathy, self-control, 
kindness and influence. 
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10.4. Developing practical knowledge and skills 
10.4.1. Introduction 
 
Developing the practical knowledge and skills required of a pharmacist was of 
vital importance to participants in this study and is a major category in the 
grounded theory developed. This aligns in part with the initial literature review 
on placements (see Chapter 4), which found that placements within all 
healthcare professions are felt to be important to students, educators and 
regulators.  It has however, been difficult to define and quantify the learning 
gained on placement.  Participants in this study felt that the practical skills they 
were learning such as dispensing, checking and counseling were vitally 
important.  Where participants did not get chance to practice all the skills they 
felt they needed, they became frustrated, which often resulted in them asking 
their mentor for more responsibility in certain areas.  This is similar to the 
findings of Hartigan-Rogers et al. (2007) who found that undergraduate nurses 
wanted to learn practical nursing skills whilst on placement. 
 
As described in section 8.2.1 properties of this category include doing the job; 
physical ability to complete tasks, ability to apply knowledge, communication 
skills, teamwork, and throughout placement participants moved from unskilled 
towards skilled in each of these subcategories. This movement resulted in the 
subcategory entitled confidence to reflect the increased self-confidence that 
participants gained. 
10.4.2. Doing the job 
 
As within nursing, authenticity of the experience was paramount to participants 
in my study, with every one stating that they could not have gained the same 
learning from simulated scenarios.  Like the nursing students Hartigan-Rogers 
et al. (2007) interviewed, they felt that doing the job was also important.  For 
nurses this included completing night shifts, and for participants in my study it 
included aspects such as commuting to work, working all day, and doing  
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overtime.  Chesser-Smyth (2005) also stressed the importance of ‘doing’ rather 
than simply observing for learning in student nurses. 
 
Newton and McKenna (2007) also identified a code ‘knowing how to’ which 
referred to the graduate nurses being able to apply their knowledge and skills in 
practice by the end of their graduate programme; they felt they should be able 
to deal with practical situations that arose. This can be compared to the 
‘developing practical knowledge and skills’ category in the grounded theory 
developed in my study.  Like nurses, the pre-registration pharmacists felt that 
they should have developed the practical knowledge to be able to deal with any 
situations that arose on the job.  Jee (2014) found that by taking on more of the 
responsibilities of the pharmacist, pre-registration trainees were able to play a 
larger role in the pharmacy and their confidence increased as a result of this. 
 
Medical students also feel that learning from experience is important; with prior 
clinical experience being cited as a great help in the transition from medical 
student to junior doctor (Brennan et al., 2010).  Participants commented how 
important their shadowing experiences had been in preparing them to do the 
job.  The authors comment that “the practice of ‘doing’, as opposed to just 
observing, is very important.” (Brennan et al., 2010, p454).   
 
Seeing how different pharmacists interpret rules and guidelines helped the 
participants in this study to consider how they wanted to implement the theory 
they had learnt at university into their own practice, and to begin to realise that 
personal and professional judgment is an important factor in decision making.  
 
10.4.2.1. Doing the job in this study 
 
The pressure felt by nurses to conform to the task and procedure focused role 
does not appear to apply to pharmacy students participating in this study.  In 
addition, the potential conflict of interest between business and professional 
aspects of pharmacy was an issue for newly qualified pharmacists in research 
undertaken by Elvey et al. (2011).  Although some participants in my study 
discussed a focus on business targets, most were clear that the placement had  
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increased their views about the importance of patient-centered care, not 
reduced it.  
 
Participants in this study did refer to aspects of their study which they felt were 
irrelevant to their practice, however they were also explicit about how doing the 
job helped them to apply the theory they had learned, and this was perceived 
as one of the major advantages of the placement. This was a circular process 
with participants having a more thorough understanding of new theory taught 
after placement because they had already seen it in practice; a particular 
advantage of the sandwich programme format. 
 
There are several possible reasons for the differences seen between 
participants in this study and the nursing literature.  Firstly, it may be that 
compared to student nurses, student pharmacists find it easier to obtain 
meaningful work experience within pharmacy before their pre-registration 
placement, providing them with a clearer picture of the profession. This could 
reduce the length and intensity of the ‘shock and rejection’ phase of reality 
shock and the theory-practice gap.   
 
Secondly, it may be that the theory-practice gap in pharmacy is less significant 
than in nursing.  Although pharmacy is a patient-centered profession, it may be 
that pharmacy students who are already aware of the working environment, 
particularly in community pharmacy, do not expect to be able to spend a 
significant amount of time psychologically caring for their patients and so feel 
less conflicted when pressurised for time.  It may also be that nursing practice 
has changed in this aspect in the decades since Bendall (1976) and Melia 
(1987) produced their work. 
 
Thirdly, it may be that the euphoria of progressing from being a novice, with no 
clinical experience, to an advanced beginner (Benner, 1982; Martin and Wilson, 
2011), a process which all participants described (‘I can do this’ open code), 
was enough to overcome any concerns about their future in the profession. 
 
Finally, it may be that nursing mentors face exhaustion with the sheer numbers 
of trainees they are responsible for, and the speed of change of rotations. The   
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profession of pharmacy is smaller, the pre-registration placements at the UoB 
are six months long, and employers interview and appoint their own students.  
This may mean that perhaps pharmacy mentors are more favourable towards 
their mentees, giving them a better experience of the realities of doing the job. 
10.4.3. Confidence 
 
Chesser-Smyth (2005) found that student nurse confidence was increased 
when they were welcomed on to placement and experienced mutual respect 
and positive regard from mentors.  They found that confidence was higher and 
anxiety lower in student nurses who had previously worked in healthcare, as 
they were more familiar with the environment. 
 
James and Chapman (2009) found that student nurses’ confidence increased 
as their familiarity with environment increased, this was recognised by their 
mentor who then valued them more and gave them increased levels of 
responsibility.  Chesser-Smyth (2005) also found that confidence increased as 
knowledge was acquired and students felt that they were familiar with the role.   
 
As described in section 10.5.2 pre-registration pharmacists in Jee’s study 
(2014) also reported an increase in confidence over the duration of the PRTP.  
My study therefore echoes the findings of the published literature.  Participants 
describe moments where they felt overwhelmed and unsure whether they could 
do the job, but these passed as they became familiar with the pharmacy 
environment and role.  By the end of placement, all participants in this study 
were confident that they would eventually be a competent qualified pharmacist. 
10.5. Learning from mentors 
 
Learning from mentors was a critical aspect of the pre-registration training 
placement for participants. It is a major category in the grounded theory 
developed in this study. 
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Section 8.3.1 lists the properties of this major category.  Each of these 
properties are highly significant to the novice professional and as such the 
subcategories of this major category stem from its properties; learning from role 
models, learning from feedback and support and reassurance. 
10.5.1. Learning from role models 
 
Maclellan et al. (2011) undertook a review of the literature of professional 
socialisation in nurses.  They identified the importance of other individuals in a 
nurses socialisation.   Mentors were singled out as the most important influence 
on the socialisation of nurses, followed by faculty, friendships and peer learning. 
They also noted the relative absence of the effect of patients. 
 
Newton and McKenna (2007) also use the term ‘beginning to understand’ to 
discuss the difficulties participants faced in settling in to a new ward and finding 
approachable staff members to help them. Participants in my study did not 
appear to find it as difficult to establish themselves in their role as the nurses in 
Newton and McKenna’s study (2007) as it was not important enough to be a 
standalone category; however they do refer to difficulties with the hierarchy and 
the position of a pre-registration pharmacist within the team.   
 
The student nurses interviewed by Baillie (1993) wanted their mentors to be 
well informed about their programme, have good facilitation skills and to be 
‘credible professionals’.  They particularly valued observing their mentors 
interacting with patients and colleagues.  Where mentors appeared 
disinterested in their job they were seen as negative role models and poor 
mentors, which inhibited learning.  Jokelainen (2011) also stress the importance 
of mentors acting as role models to strengthen professionalism and help 
students to develop a professional identity. 
 
Davies (1993) showed how nursing students were able to identify ‘good’ and 
‘bad’ nursing role models, however, she did not expand on the effect this had 
on their practice and whether their practice deteriorated or improved as a result 
of exposure to poor role models.  Hinds and Harley (2001) discussed how newly 
qualified nurses may not take on the qualities of the ‘unsafe’ nurses they   
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observe, despite them being a role model.  They proposed that ‘safe’ nurses 
are more likely to be ‘insiders’ in the social culture of the ward, and that the 
adoption of this role is therefore more likely to be because of the desire to fit in 
with and be accepted by other nurses, than because of a desire to be a better 
nurse.   
 
Mackintosh (2006) interviewed student nurses and described two types of 
response to exposure to negative role models; some participants rejected the 
lack of care they had seen and planned to retain their caring ethos, whereas 
another group acknowledged that a hardening of attitude was necessary 
response to the demands of the role.   
 
As outlined in Section 4.2 Schafheutle et al. (2010), Elvey et al. (2011) Jee 
(2014) and Bochenek et al. (2016) all described the importance of role models 
in the development of professionalism and professional socialisation in 
pharmacists and pharmacy students.  Participants in these studies however 
tended not to identify non-pharmacist colleagues as role models, which is in 
contrast to those in my study who also referred to general managers and 
technicians as potential role models. The process described in my study of 
participants appraising role models, deciding whether they are ‘good’ or ‘bad’ 
role models is similar to that described in some of nursing literature mentioned 
above and Elvey et al. (2011) also gave an example of this in newly qualified 
pharmacists.  The decision about whether to emulate role models has also 
been described in physiotherapy and nursing students, but is not well explored.  
10.5.2. Learning from feedback 
 
Cahill (1996) found that student nurses did not get an adequate amount of 
feedback, and that when it was given it was untimely, destructive, personal and 
did not focus on skill. Understandably this reduced confidence and increased 
anxiety in students and caused stress about the possibility of being given a poor 
report.  The student nurses in James and Chapman’s study (2009) also talked 
about “feeling intimidated and sort of small” (James and Chapman, 2009, p42) 
by their mentors when receiving feedback.   
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Feedback was important to student nurses however, and positive feedback 
increased their confidence and feeling of self-worth (James and Chapman, 
2009).  In their systematic review of mentoring of student nurses, Jokelainen et 
al. (2011) also found that feedback on learning was important; this included 
giving regular, real-time and constructive feedback on their performance. 
 
Rodger et al. (2011) found that feedback was just as important to physiotherapy 
students. They particularly appreciated regular feedback that was given without 
prompting and with a good balance of positive and negative feedback.  
Interestingly, their mentors felt that the students were not able to deal with 
negative feedback constructively.  Like the participants in my study, students 
felt that learning was hindered when no feedback was given and they were left 
with no clear direction. 
 
In a recent study of the use of the FAIRness model (feedback, activity, 
individualization and relevance), ninety percent of medical students involved felt 
that it was a useful approach (Edafe et al., 2016), citing advantages such as 
timely, detailed, constructive and individual feedback.    
 
Jee (2014) found that feedback supported the development of pre-registration 
pharmacists but that it was not given consistently, and often only if they were 
doing something particularly poorly. In this case feedback was often superficial 
and did not help the participant to achieve deep learning by addressing how 
they could improve.   
 
The National Union of Students (NUS) (NUS, 2015) has published a 
benchmarking tool for higher education, based on ten principles of good 
feedback.  Some are relevant to written assignments only however several can 
also be related to feedback on placement education; these are timeliness, 
quality, opportunities for formative feedback and self-reflection and peer 
learning.  Factors relating to feedback that were important to participants in my 
study were type, timing, quality, reliability and (participant) response. These 
findings align closely with the general educational principles of giving feedback, 
and those identified as being important to other healthcare professionals. 
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10.5.3. Support from mentors 
 
Mentors are in a position of power, and their attitude to the student is of 
paramount importance. Student nurses interviewed by Cahill (1996) were able 
to define the qualities of a good mentor in terms of being friendly, approachable, 
interested in the student and able to give constructive criticism. Consistency, 
respect and genuineness were vital qualities.  James and Chapman (2009) also 
found the way nursing students are treated by their mentors was vitally 
important.  Students felt as if they were not included in the team or valued, and 
were a burden. They thought that some mentors had forgotten they were once 
students themselves. Jokelianen (2011) proposed that in order to promote 
students’ development mentors should treat them as an equal individual and as 
a colleague, showing them respect and empathy. Martin and Wilson (2011) also 
discuss the importance of relationships with mentors; positive working 
relationships are vital to the retention and professional development of nurses 
in the profession, whereas negative relationships may result in the nurse 
leaving the profession altogether (Bradby, 1990 and Martin and Wilson, 2011). 
 
Distressingly Clare and van Loon (2003) found that 48% of respondents to a 
survey of Australian graduate nurses had experienced unprofessional 
behaviour from their mentors in the form of bullying, bitchiness and horizontal 
violence. Like the participants in my study, respondents were totally unprepared 
for such behaviour, and all of the nurses experiencing this had considered 
leaving the profession.   
 
Baillie (1993) found that student nurses felt that it was important that their 
mentors knew what their programme was about and were interested in and 
positive about it.  Rodger et al. (2011) also found that a student-friendly, 
welcoming environment was important for a good quality placement. This was 
supported in the nursing population by Jokelainen et al. (2011) who found that 
an important role of mentors was to ensure that the learning environment was 
supportive.  This included planning and organising placement learning, being 
aware of relevant training documents and naming substitute mentors where 
applicable.  They also found that ‘enabling an individual learning path’ was 
important in helping students to take on increasing responsibility to work   
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independently, an aspect many participants discussed in my study.  Where this 
was lacking, participants felt frustrated with their mentors and asked to take on 
additional responsibilities themselves. 
 
As mentioned above, when student nurses are treated with respect and positive 
regard, and as a valued team member their confidence increases, as does the 
probability that they will remain on the programme (Chesser Smyth, 2005).  
James and Chapman (2009) are also clear that acknowledgement from 
qualified nurses, other students or patients all served to motivate the student to 
continue with the programme. Brennan et al. (2010) found that the transition 
from medical student to doctor was made less stressful where there was access 
to supportive senior doctors and consultants.   
 
Participants in my study mostly felt that their mentors were supportive; however 
this was to varying degrees.  Those who were singled out as supportive 
mentors had regular meetings with participants to provide feedback, gave 
constructive feedback, encouraged increased responsibility over the time of the 
placement, and actively supported them when conflict arose.  Those who were 
‘passively supportive’ gave irregular feedback, gave feedback only when asked 
for or if errors occurred and did not actively encourage participants to develop 
themselves.  I have used the term ‘passively supportive’ because these mentors 
were welcoming to students and were not unsupportive, however their 
approach was unstructured and unplanned and participants did not feel that 
there was emphasis on their learning.  This variation in supportiveness in tutors 
has been described in pharmacy (GPhC, 2017c). There were no participants in 
this study who felt completely unsupported or described conditions as some 
student nurses are subject to.  This may be due to reasons postulated in 
Section 10.5.2.1. In addition, unlike doctors and nurses, community 
pharmacists are not under contractual obligation to train pre-registration 
pharmacists and so those who choose to do so have at least some interest in 
the educational aspect of their job.  Hospital pharmacists working in the NHS 
may be the exception to this, however it is common practice for pre-registration 
students to be allocated to those  
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pharmacists in a department who have a generally positive attitude to 
education. 
10.6. Now a trainee professional 
10.6.1. Introduction 
 
Most participants in my study felt strongly that they had changed fundamentally 
as a result of the pre-registration training placement; they were now a trainee 
professional not just a student.  Some did not feel that this was a change for 
them, and that they had always felt that way. 
 
Either way, participants viewed themselves as trainee pharmacists, and felt they 
should behave in certain ways and take advantage of as many learning 
opportunities as they could; they owed this to their patients, and themselves.   
10.6.2. Motivation to learn 
 
Motivation relates to both what we choose to pursue and how we choose to 
pursue it.  Research on work motivation is sparse however, due to a lack of 
consistency and agreement in work motivation theoretical models (Judge and 
Ilies, 2002).  There is evidence that emotional stability and conscientiousness 
aspects of personality have an influence on motivation. Busato et al. (2000) 
examined the effects of personality traits on academic achievement and found a 
positive association between conscientiousness and academic success in 
psychology students in higher education.  Barrick et al. (1993) demonstrated 
that sales representatives with high levels of conscientiousness were more 
likely to autonomously set and be committed to goals than those with lower 
levels.  This also translated into higher volumes of sale and ratings by 
supervisors.  This effect was not seen for individuals with high levels of 
extraversion.  Caution must be exercised when considering these results in the 
context of pharmacy, as this working environment is very different to that of 
sales representatives, however, the findings do have face value.  Judge and 
Ilies (2002) undertook a meta-analysis of studies considering the effect of 
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personality on motivation and found that whilst conscientiousness correlates 
positively with work motivation, neuroticism correlates negatively. The 
significance and size of these effects is debatable however, and links are by no 
means clear (Hurtz and Donovan, 2000).  
 
Levels of conscientiousness appear high amongst the participants with open 
codes such as doing your best, going the extra mile, increasing responsibility, 
and trusted as a pharmacist reflecting this.  Participants discussed an increase 
in motivation to learn as a result of increased levels of conscientiousness, which 
is in agreement with the findings of Barrick et al. (1993).  Personality traits and 
motivation of participants were not objectively measured in this study and so an 
objective analysis of this cannot be made.  
 
Pharmacy students are likely to have high levels of conscientiousness before 
enrolment on the programme (Nimmo and Holland, 1999).  Participants in this 
study also felt that their levels of conscientiousness and motivation were 
increased by their time on placement, which logically should lead to increased 
academic achievement.  This is extrapolating already tenuous links and any 
possible effect of placement on academic achievement would need to be 
investigated with further research. 
10.6.3. Behaviours and attitudes 
 
The potential for aspects of personality to change over time is an important 
consideration when considering the timing of any training periods.  The results 
of Roberts et al. (2006) relating to changes in conscientiousness over time are 
particularly relevant to this study.  The pre-registration training placement is 
timed just as individuals are undergoing the increase in levels of responsibility, 
motivation and discipline (associated with conscientiousness).  This aspect is 
borne out in the results of my study, with participants claiming to be more 
motivated, with a desire to be seen as responsible and trustworthy as a result of 
placement.   
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Without a control group, it could be argued that students may undergo this 
transformation regardless of undertaking a placement, however participants 
were explicit that they attributed these changes to their placement. 
10.7. Evaluation of the study 
 
I used the framework, “Quality in qualitative evaluation: A framework for 
assessing research evidence” (Spencer et al., 2003) to evaluate the quality of 
my study, and this thesis.  This framework was designed specifically to appraise 
the output of qualitative research (e.g. this thesis) rather than the study itself, 
however it is helpful for both.  My evaluation can be found in Appendix 16. 
10.7.1. Strengths 
 
This study has many strengths (see Appendix 16).  The underlying philosophy, 
design of the study and analysis of data were considered carefully and explicitly 
before the study began and have been presented in detail in Chapters 1, 5 and 
6.  Ethical approval was obtained with no changes to the study design required.  
 
I have followed the constructivist methods of data collection and analysis 
described by Charmaz (2006) as closely as possible, and where necessary I 
referred to some of the more prescriptive techniques of Strauss and Corbin 
(Strauss and Corbin,1990; Corbin and Strauss, 2008) in order to ensure that 
important processes were not omitted.  Whilst this approach included some 
positivist aspects of grounded theory, it was useful to enable me, as a novice 
researcher, to ensure I gained depth of analysis. Although some may consider 
this a limitation and that I have not undertaken ‘pure’ constructivist grounded 
theory, I consider it to be strength that that has enabled a complete analysis of  
the data.  I have been clear throughout the thesis when I have done this and 
presented my reasons for doing so.   
 
I have clearly explained how I developed and completed the categories, 
including the core, and presented data in appendices to illustrate this in several 
different forms (for example, the coding process, mindmaps and reflections 
presented in Appendices 8, 9, 13 and 17).  
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I have taken a reflexive approach throughout, as demonstrated within the body 
of the thesis and the memos and reflections presented in Appendices 11, 12, 
13 and 17. 
 
As described by Glaser (1978) I have worked hard to achieve theoretical 
sensitivity in this study.  This involved reading many other grounded theory 
studies in detail, some relating to pharmacy or professional socialisation and 
identity, and others with different topics. Many of the references in this thesis 
are themselves theoretical and required reading many times before I was able 
to make sense of them. Particularly helpful in this aspect, was Glaser’s book 
“Theoretical sensitivity” (1978). 
 
As a pharmacist myself, I have a good understanding of the technical 
processes that pharmacists undertake and am familiar with the jargon that 
participants used.  This enabled me to have a meaningful interview with them, 
enabling them to relax and be very open and honest about their experiences. In 
addition, my lack of personal experience with the early pre-registration training 
placement reduced the likelihood that I have imputed my own ideas onto the 
data and codes (although this remains an issue, see Section 10.8.2). 
 
I have generated a grounded theory that answered the original research 
questions and is applicable to the participants in this study.  It is also possible 
that the theory generated could also be applied to other healthcare 
professionals undertaking placements, including one-year pre-registration 
pharmacists.  
10.7.2. Limitations 
 
There are also limitations to this study (see Appendix 16).  I was reliant on 
students volunteering to give up their time in a busy academic year.  This meant 
that I was not in the privileged position of being able to select my participants 
carefully.  I would also suggest that this meant that the students who did 
volunteer to help were the most agreeable and conscientious of the cohort and 
so had particularly strong views on professionalism both before and after their  
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placement.  In addition, the time pressures on students meant that triangulation 
of results with member-checking was not feasible. 
 
There was a group of participants who were obviously not included in my 
sample population.  All of my participants appeared to be professional and 
highly motivated to become a pharmacist, help patients and go the extra mile.  It 
is likely that there are another group of students who are not highly motivated to 
become a pharmacist, or at least, not for reasons expressed by my participants.  
I made numerous attempts to include participants from this group of ‘less 
professional’ students (assuming they existed), including sending emails and 
personally attending lectures to ask for help, however none of these were 
fruitful. This may have been due to my status as a lecturer, the result being that 
I was unable to sample for so-called negative cases.  This meant that 
theoretical sampling in the study was restricted to obtaining data within each 
interview explicitly to help develop my theoretical categories (Charmaz, 2006) 
and I periodically amended the interview guide to reflect this. 
  
My assumption, which participants in this study appeared to agree with, is that 
the grounded theory I developed may not apply to this ‘unprofessional’ 
pharmacy student.  
 
It is important to acknowledge that, although I took steps to reduce the 
perception of a power difference between myself and the participants, it would 
not have been possible to completely eradicate this.  I am their lecturer, an 
academic involved with the running of the MPharm degree and therefore it is 
likely that this influenced their responses, particularly any critique of the 
university.  
 
I used a professional transcriber, which as discussed in Section 6.4.1 may 
result in problems with interpretation.  To reduce this I carefully listened to each 
recording after transcription to ensure that the transcription was a true record. 
 
Finally, an inherent trait of grounded theory is that it is not generalisable.  This is 
therefore, not a weakness of the study, rather something to bear in mind when 
considering implications of the study and potential further research (see   
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Section 10.9 below).  It is worth noting however, that the demographics of 
MPharm students at UoB are different to those in the UK as a whole.  In the 
2015/16 academic year 55% of UoB students were female and 92% were of a 
black or ethnic minority (BME) background (UoB, 2017).  This can be compared 
to those pharmacists who were newly added to the register in 2011 when 
61.4% were female and only 69.6% were of BME background (Hassell, 2012). 
10.8. Implications of findings 
10.8.1. Introduction 
 
This study utilised a constructivist approach to develop a grounded theory 
(Charmaz, 2006) describing the process that occurred in fourteen students who 
had completed an early pre-registration training placement at the University of 
Bradford.  By definition, the findings are not generalisable, however, in the 
absence of other literature focusing on the early PRTP they do have 
implications, particularly in view of the MPC recommendations for all MPharm 
degrees in the UK to include integrated PRTPs (Smith and Darracott, 2011). 
 
Research has shown that pharmacists may struggle to identify with a particular 
role and may suffer from a lack of clear direction and ownership (Elvey at al., 
2013; Noble et al. 2014).  Langley and Aheer (2010) and O’Brien et al. (2017) 
found a discrepancy between pharmacy students and their employers about the 
students’ preparedness for practice, which may reflect a lack of self-awareness 
in graduating students. 
 
Various studies have demonstrated that the development of a strong 
professional identity aids transition between education and practice and 
motivates and increases confidence in the practitioner. It also enables 
practitioners to take constructive learning from exposure to poor role models 
(Noble, 2014; Monrouxe, 2010). In addition, studies have shown that identity  
formation may be delayed in pharmacy students until after graduation, partly 
due to a focus on science in the undergraduate MPharm curricum (Niemi, 1997;  
  
 194 
Taylor and Harding, 2007), whilst professional socialisation begins before 
students start at university (Horsbrugh, 2006). 
 
There are few studies describing the process of the formation of professional 
identity in pharmacists, either undergraduate or qualified. Jee (2014) explored 
the process of professional socialisation in pre-registration pharmacists on a 
one year PRTP, however UoB sandwich students were specifically excluded  
from his study.  This study fills that gap and begins to consider the effect this 
may have on their learning and motivation on return to full time study at 
university. 
 
The major process that occurred throughout an early pre-registration training 
placement was developing a professional identity.  This study therefore sheds 
light on the stages that students on an early PRTP go through in the 
development of their professional identity; reflection, selection of attributes, 
professional socialisation and perception of role.  If these aspects can be 
actively and consistently developed in pharmacy students, both with the explicit 
and hidden curricula, it may help them to develop these important skills earlier 
in their career. 
 
The process also required the conditions realising the reality of the profession, 
developing practical knowledge and skills and learning from mentors, and 
resulted in participants feeling that they were now a trainee professional (see 
Figure 7.1).   
 
All of these aspects should be carefully considered to ensure that students are 
adequately prepared for their early pre-registration training placement, and that 
their learning and increased motivation is both recognised, and supported on 
return to education.  
 
The following sections consider the implications of the findings firstly for each 
identified stage of the process of developing a professional identity and also the 
consequence now a trainee professional.  These are followed by implications 
for the funding and regulatory organisations (primarily the GPhC and HEE).  
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10.8.2. Reflection 
 
Schon (1983) proposed how practitioners can learn from reflection-in-action, 
reflection-on-action and reflection-for-action.  Many universities, including UoB 
already use reflection to both develop and assess professionalism in students, 
whilst at university and on placements (Owen and Stupans, 2009; Schafheutle, 
2010). 
 
In view of the findings of this study, universities should increase the emphasis 
on reflection and its function in the development of professional understanding.  
Owen and Stupans (2009) outlined how a planned approach which includes 
scaffolding for educators in both university and on placements, and feedback 
before, during and after placement can help this.  They specifically suggested 
providing clarity on the purpose of reflection and the meaning of reflection-in-
action, reflection-on-action and reflection-for-action as well as a framework of 
challenging questions to allow the deep and critical analysis for learning. 
 
Enhancing the teaching of reflective practice amongst students may increase 
their ability to take positive learning outcomes from exposure to poor 
placements and role models, by becoming committed (Niemi, 1997) developing 
or participating  (Helmich et al., 2012) reflectors.  This may strengthen students’ 
professional identity, although further studies would be needed to confirm or 
refute this. 
10.8.3. Selection of attributes 
 
There is evidence that role models make a significant contribution to the 
development of professionalism and professional socialisation in pharmacy 
students (Elvey et al, 2011; Jee, 2014; Schafheutle, 2010). There is also 
evidence that students consider the attributes of role models both explicitly and 
implicitly whilst on placement (Arreciado Maranon and Isla Pera, 2015; 
Bochenek et al., 2016; Rodger et al., 2011;). 
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Most universities already employ lecturer-practitioners; staff who are both 
academics and practicing pharmacists and serve as important role models for 
students. Other academics and mentors within pharmacies should consider the 
way that they themselves are perceived as role models and be aware of the 
impact they may have on students’ behaviours an attitudes.  This may require 
additional training of both groups of staff. 
 
In addition, educators, regulators and funding organisations should reconsider 
the training they offer for mentors in practice, particularly relating to the 
provision of feedback.  The type, timing and quality of feedback is of vital 
importance to students and this is an area that could be improved with 
appropriate training and engagement.   
 
Universities should also consider how they teach students to explicitly consider 
the attributes they hope to emulate, or not, in the role models they encounter on 
placement and within the university environment.  This should be undertaken 
before, during and after PRTP and reflection would appear to be a logical tool to 
help achieve this. 
10.8.4. Professional socialisation 
 
Professional socialisation is an important building block in the development of a 
professional identity and research has shown that where this occurs 
inconsistently or where the hidden curriculum differs from the intended 
curriculum, poor professional behaviours can develop (Hammer, 2006; Roth 
and Zlatic, 2009). 
 
Elvey et al. (2011) found that students learnt the most about professionalism in 
their pre-registration year and early years as a qualified pharmacist.  Jee (2014) 
also showed that aspects of professionalism that are particularly developed on 
placement were responsibility and communication skills.  The findings of 
Langley and Aheer (2010) and O’Brien et al. (2017) also suggested that 
universities should focus on developing communication skills in students.  This 
could be achieved through a combination of formal teaching in university, role  
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playing and giving students more opportunities to communicate with other 
people (this may include members of the general public as well as patients and  
healthcare professionals).  UoB for example is planning to use voluntary 
agencies to achieve this and introduce collaboration with patients and carers at 
an early stage of the programme. 
 
Accepting increasing responsibility is also important in the process of 
professional socialisation (Brennan et al. 2010; Jee, 2014).  Universities should 
consider ways to encourage students to take increasing levels of responsibility 
both during the taught programme and whilst on placement.  This currently 
happens informally but it is inconsistent.  It is also likely that weaker students 
may be given fewer opportunities to take on additional responsibilities than 
stronger students, which may then exacerbate poor professional socialisation. 
10.8.5. Perception of role 
 
Adequate preparation and debriefing processes before and after any exposure 
to the pharmacy environment are vital to reduce the ‘reality shock’ of realising 
the reality of the profession and enable students to respond positively when 
exposed to negative role models.  The use of innovative teaching methods in 
these areas will be needed to enable students to understand these areas on an 
emotional level rather than simply an intellectual level. 
 
Further consideration should therefore be given to how increased early 
exposure could be achieved, with very little funding.  Students who gain early 
experiences in the pharmacy environment are likely to be less shocked at the 
reality when starting their pre-registration training placement, and so might be 
more able to focus on the practical aspects to learning that they want to gain 
from the placement.   
10.8.6. Now a trainee professional 
 
Participants in this study felt that following their PRTP their identity changed and 
they were now a trainee professional.  There should be an increased   
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recognition and focus on this when students return to university.  They may be 
willing to accept more responsibility and be receptive to more independent  
learning as a result. This should be considered when planning educational 
activities for these students.  Debriefing is also important to ensure that 
students reflect appropriately and use the PRTP to improve their professional 
behaviours. 
 
More focus should be given throughout the MPharm programme to the process 
of becoming a professional.  By making the need to develop a professional 
identity part of the formal curriculum rather than the hidden curriculum (or just 
leaving students to work it out for themselves), students could be prompted to 
start to consider the kind of pharmacist they want to be earlier on their degree. 
In turn this may have a beneficial effect on their motivation to learn, as they start 
to see themselves as now a trainee professional. 
 
The findings of this study establish the importance of equipping students with 
the ability to develop a professional identity.  This should be achieved by 
increased emphasis on the stages of this process, including carefully planned 
and structured teaching relating to improving skills in reflection and selection of 
attributes as well as developing early professional socialisation and 
understanding of the role of the pharmacist (perception of role). 
 
10.8.7. Implications for funding and regulatory 
organisations 
 
In their recommendations in the MPC discussion paper Smith and Darracott 
(2011) proposed the introduction of two integrated six-month placements.  They 
were explicit that this would “require development of the tutor network in terms 
of capacity and quality” (Smith and Darracott 2011, p43) and whilst they 
acknowledged that this would cause some problems for educators and 
employers, they insisted that it is vital to ensure quality assurance of training in 
the workplace.  
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This study strongly supports the use of an early PRTP to develop 
professionalism, professionals socialisation and professional identity in 
pharmacy students.  It also suggests that if students can be developed to  
skillfully use reflection and selection skills they can learn valuable lessons, even 
from PRTPs that are less than ideal. 
 
As the funding organisation for pre-registration training pharmacists working 
within the NHS, Higher Education England (HEE) are currently continuing the 
work of MPC and are working on two major workstreams: (1) recruiting pre-
registration training pharmacists and (2) pre-registration pharmacist training 
(HEE, 2016). 
 
The recruitment of pre-registration training pharmacists workstream focuses on 
recruiting the right candidates to study the MPharm, the development of a 
professional attributes framework and the development of a national recruitment 
system. The professional attributes framework (PAF) (Ashworth et al., 2016; 
HEE, 2017) was designed to aid the recruitment of pre-registration pharmacists 
It identifies nine attributes associated with successful performance of pre-
registration pharmacists, which were gathered by use of a desktop review, 
interviews, focus groups and consultations.  These are: person-centred care; 
communication and consultation skills; problem solving, clinical analysis and 
decision making; self-directed learning and motivation; multi-professional 
working and leadership; quality management and organisation; professional 
integrity and ethics; resilience and adaptability; and pharmacy in practice. 
 
Developing a professional identity emerged as the core category in my 
grounded theory, however this term does not explicitly feature in the PAF.  
Aspects of the process of developing a professional identity do feature to some 
extent, however with positive behavioural attributes including undertaking 
reflective practice, understanding of all roles within the team (including their 
own) and a willingness to learn from others. It could also be argued that the 
whole PAF relates to the extent to which an individual has been professionally 
socialised.  I argue however, that professional identity is more than professional 
socialisation, and that whilst the PAF implicitly seeks some degree of  
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professional identity, it should be explicit about this.  I acknowledge however, 
that the difficulties with attempting to ‘measure’ professional identity are similar  
to those of measuring professionalism, with no consensus on definition or 
assessment tools. 
 
In their second workstream HEE have also recognised the need to improve the 
quality of tutor training and are considering introducing eportfolios and a panel 
assessment approach to pre-registration training (HEE, 2016). This will 
positively impact several aspects of the grounded theory developed in this 
study, particularly the ‘condition’ categories of realising the reality of the 
profession and learning from mentors. With better training of tutors and 
exposure to more professional role models, students should experience less 
shock on realising the reality of the profession, and be given more support to 
cope with realising the responsibility of the role and patients as people.  In 
addition, this training should also increase the usefulness of feedback students 
are given from mentors in terms of type, timing, quality and reliability, which in 
turn should result in a more positive response from the student.  There may also 
be unintended negative consequences to such changes.  The core process of 
developing a professional identity requires identification of the spectrum of 
professionalism and appraisal of different types of role models by the student.  If 
they are never exposed to ‘negative’ role models, an important fundamental 
aspect of developing a professional identity may be lost, with the potential 
consequence of students not consciously considering and changing their 
behaviours and attitudes and motivation to learn. 
 
It must also be borne in mind, that although pre-registration training tutors are 
remunerated for training pre-registration pharmacists; the whole process 
requires a lot of input on their behalf and is essentially voluntary (i.e. it is not 
part of any pharmacy contract or obligations).  HEE (2016) plan to increase 
access to training for tutors and are currently running local pilots to evaluate 
different strategies to achieve this.  Interventions that increase the barriers to 
accreditation as tutor may result in a potentially significant drop in tutor 
numbers.  It has been identified within nursing that the expectation that existing 
nurses are trained to mentor, rather than specifically looking for mentoring 
ability when recruiting has caused problems with their model of mentorship   
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(RCN, 2016). It is therefore important to ensure that the right people are 
selected to act as pre-registration tutors. 
 
Whilst I am not arguing against the view that the quality of pre-registration 
training placements and tutors is important, the findings of this study suggest 
that a focus on developing the ability of pharmacy students and pre-registration 
training pharmacists to be able to confidently navigate the process of 
developing a professional identity may be more beneficial in the long term. This 
should involve the development of skills in reflection and selection of attributes 
as well as interventions to begin early professional socialisation and and 
understanding of the role.  
 
The GPhC’s pre-registration performance standards currently include just one 
standard relating to reflection and response to feedback (A.5 Demonstrate 
ongoing learning & development) (GPhC, 2016a).  In my opinion this does not 
give adequate prominence to the importance of these skills and their role in 
developing a professional identity as demonstrated by this study. The 
framework should be reviewed to ensure that developing a professional identity 
is recognised as the fundamental process that occurs during pre-registration 
training; if students have these skills, they are in a good position to cope with, 
and even benefit from, exposure to poor role models. 
10.8.8. Implications for future research 
 
Whilst not generalisable, the findings of this study have raised several issues for 
further exploration. The concept of professional identity formation in 
pharmacists is not well understood, at any stage of career development.  It is 
not clear whether the stages proposed are a continuum that occur throughout 
training or whether the second placement has a different focus, therefore further 
research should consider whether the grounded theory developed in this study 
is also applicable to pre-registration pharmacists at the UoB undertaking their 
later pre-registration training period. 
 
The theory developed in this study describes the process that participants used 
to develop their professional identity.  It is based on their lived experiences and   
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so refers to what they actually did whilst on their early PRTP. It may not 
describe the best way to develop a professional identity and there may be other 
aspects that should be included in pharmacy education to improve this process, 
for example education on resilience and coping with uncertainty.  Research 
exploring how this process could be manipulated to aid students in this difficult 
period of transition would be extremely valuable for educators and students 
alike. 
 
It is likely that participants in this study had already begun to develop a 
‘professional’ professional identity. Although difficult to achieve, a study of 
students who have begun to develop an ‘unprofessional’ professional identity 
would be of great value in determining how or if this can be influenced and 
reversed. 
 
The UoB is unique in offering pre-registration training placements separated in 
both time and sector, for home students.  The impact of these placements has 
not previously been explored in either published or unpublished studies. Other 
studies (Jee, 2104; Jee et al. 2016a and 2016b) have however, explored the 
process of professional socialisation in pharmacists undertaking a one year pre-
registration training placement, using different methods. It is possible that the 
grounded theory developed in my study represents a process that occurs for 
pre-registration trainees regardless of the setting or length of time of the 
placement, and further consideration of this would be beneficial, particularly in 
view of MPC recommendations (Smith and Darracott, 2011) and the potential 
significant consequences of undergraduate students developing an 
‘unprofessional’ professional identity.  
10.9. Summary of recommendations 
 
Recommendations made as a result of this study are summarised below: 
 
 Developing a professional identity 
o Increased focus should be given throughout the MPharm 
programme on the process of developing a professional identity. 
 This should be an explicit part of the formal curriculum. 
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 Reflection 
o Universities should increase the emphasis on reflection and its 
function in the development of professional understanding. 
 Utilising a planned approach with scaffolding for educators 
in university and on placement. 
 Feedback to and from students, before, during and after 
placement. 
 
 Selection of attributes 
o Lecturer-practitioners are already viewed as role models.  Other 
academic staff and mentors within pharmacies should be 
encouraged to consider the way they are viewed as role models 
and the impact this has on pharmacy students. 
 This includes the type, timing quality of feedback students 
are given whilst on placement. 
o Universities should consider how they can educate students to 
explicitly consider the attributes they hope to emulate (or not) and 
to make wise choices. 
 
 Professional socialisation 
o Universities should improve their teaching to develop better 
communication skills in students. 
 This could be via formal teaching, role playing and 
increasing opportunities for real life communication. 
o Universities should consider ways to encourage students to take 
additional responsibilities both during the taught programme and 
whilst on placement. 
 
 Perception of role 
o Students should be adequately briefed and debriefed before and 
after placements. 
 Innovative teaching methods should be developed to 
facilitate students’ understanding of how they can respond  
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 to differing levels of professionalism they will encounter on 
placements. 
 
 Now a trainee professional 
o Students returning from placement should be treated as trainee 
professionals. 
 They should be given more responsibility and wider scope 
for independent learning. 
 
 For funding and regulatory organisations 
o Consideration should be given to making early and late PRTPs 
compulsory for accreditation of MPharm degree programmes. 
o The process of developing a professional identity should be 
assessed in the professional attributes framework (HEE, 2017) 
and GPhC pre-registration performance standards (GPhC, 
2016a). 
 
 For future research 
o Exploration of whether the theory developed in this study is 
applicable to all pre-registration pharmacists and how/if it is 
different on a late PRTP. 
o Exploration of the process of developing a professional identity in 
students who have developed/are developing an ‘unprofessional’ 
professional identity. 
o Exploration of additional aspects that may result in an improved 
process of developing a professional identity (e.g. resilience, 
coping with uncertainty). 
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10.10. Conclusion 
 
In accordance with the original aim, this study has produced a grounded theory 
describing the process that occurs in trainee pharmacists, whilst on an early 
pre-registration training placement.  I argue that the major phenomenon that 
occurs throughout this training placement is developing a professional identity.  
This is a process that entails reflection, selection of attributes, professional 
socialisation and perception of role.  It is these stages that need to be explicitly 
and emphatically taught and supported throughout the MPharm degree 
programme. It occurs as a result of realising the reality of the profession, 
developing practical knowledge and skills and learning from mentors, and 
results in participants feeling that they are now a trainee professional.   
 
These aspects should be carefully considered by funding and regulatory 
organisations as well as universities, to ensure that students are adequately 
prepared for their early pre-registration training placement. It is vital that their 
learning is recognised, and proactively developed on return to education in 
order to foster the professional identities that are required for success in the 
current challenging healthcare environment. 
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Appendix 1 – Summary of level descriptors for pharmacy staff 
 
Role 
Required 
level of 
qualification 
Descriptor 
Pharmacist Level 7 “Holders will be able to: 
- deal with complex issues both 
systematically and creatively, 
make sound judgements in the 
absence of complete data, and 
communicate their conclusions 
clearly to specialist and non-
specialist audiences  
- demonstrate self-direction and 
originality in tackling and solving 
problems, and act autonomously 
in planning and implementing 
tasks at a professional or 
equivalent level  
- continue to advance their 
knowledge and understanding, 
and to develop new skills to a high 
level.”  (Quality Assurance Agency 
(QAA), 2014, p28) 
 
Pharmacy 
technician 
Level 3 “Achievement at level 3 reflects the ability 
to identify and use relevant 
understanding, methods and skills to 
complete tasks and address problems 
that, while well defined, have a measure 
of complexity. It includes taking 
responsibility for initiating and completing 
tasks and procedures as well as 
exercising autonomy and judgement 
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within limited parameters. It also reflects 
awareness of different perspectives or 
approaches within an area of study or 
work.” (Ofqal, 2008, p47)  
 
Dispenses items and may be qualified to 
check items that others have dispensed. 
 
Dispensing 
assistant 
Level 2 “Achievement at level 2 reflects the ability 
to select and use relevant knowledge, 
ideas, skills and procedures to complete 
well-defined tasks and address 
straightforward problems. It includes 
taking responsibility for completing tasks 
and procedures and exercising autonomy 
and judgement subject to overall direction 
or guidance.” (Ofqal, 2008, p47) 
 
Dispenses but does not check items. 
 
Medicines counter 
assistant 
 Must have undertaken (or be 
undertaking) a GPhC accredited training 
course (GPhC, 2011). 
 
Sell medicines over the counter, under 
the supervision of a pharmacist. 
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Appendix 2 – Literature search strategy  
PubMed 
 
Terms used: 
1. Pharmacy (MeSH) 
2. Socialization (MeSH) 
3. Student 
4. Professionalis/zation (MeSH) 
5. Professionalism 
6. Placement 
7. Professional identity (MeSH) 
8. Nursing 
9. Medicine 
 
All limited for English language and 1995-2017. Letters excluded. 
Search 
terms 
Number of 
articles found 
Number of 
articles of use 
Comments 
1 255902 - Too many to analyse 
2 6552 - Too many to analyse 
1 AND 2 35 9 Many articles contained specifics 
of condition e.g. condom use, 
diabetes or were specfic to a 
particular area or country. 
 
1 AND 4 13 1 Articles primarily discuss the 
technical professionalisation of 
pharmacy 
1 AND 5 154 34 Excluded articles included those 
focusing on social media, historical 
perspectives, specific niche areas, 
or specific countries e.g. Hawaii, 
Iran, India. 
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1 AND 6 532 - Many irrelevant, focusing on the 
placement of medical devices or 
treatments. More specific search 
terms needed. 
1 AND 3 
AND 6 
60 4 Most focused on the impact of 
placements in specific areas in 
specific countries e.g. rural 
pharmacy in Australia. 
1 AND 5 
AND 6 
3 1 Excluded articles focused on social 
networking and American 
curriculum development. 
1 AND 7 44 5 Excluded articles included those 
with historical perspectives, niche 
areas e.g. healthcare teams in 
Ontario and social media. 
2 AND 8  943 - Too many to analyse, many 
articles irrelevant. More specific 
search terms needed. 
2 AND 8 
AND 6 
24 6 Excluded articles included specific 
situations e.g. management of 
central venous catheter., attitudes 
towards older people. 
8 AND 4 159 0 Articles not relevant. Many 
discussed the technical 
professionalisation of nursing. 
9 AND 4 116 3 Excluded articles included those 
with historical perspectives, 
specific niche areas or countries 
e.g. Thailand, 1896. 
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Embase 
 
1. Pharmacy (Emtree)  
2. Socialization (Emtree)/Socialisation 
3. Student (Emtree) 
4. Professionalis/zation 
5. Professionalism (Emtree) 
6. Placement 
7. Professional identity  
8. Role model 
  
Limited for English language and 1995-2017.  Review articles only included. 
Duplications with PubMed excluded 
Search term Number of 
articles 
found 
Number of 
articles  of 
use 
Comments 
1 43, 589  Too many to analyse 
2 61  Many healthcare 
professions and 
settings included. 
Narrower search term 
required. 
1 AND 2 11 2 Excluded papers 
focused on specific 
areas e.g. painful 
conditions in the 
elderly, medical errors.  
1 AND 4 3 0 Focus on professional 
status of pharmacists. 
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1 AND 5 46 2 Excluded papers 
focused on social 
media, niche areas 
e.g. medication 
adherence, plagiarism, 
the American 
Disabilities Act.  
1 AND 7 53 10 Excluded papers 
focused on the specific 
role of a pharmacist, or 
a specific country e.g. 
Nigeria 
1 AND 8 29 3  
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Scopus 
 
1. Pharmacy   
2. Socialization/Socialisation 
3. Student  
4. Professionalis/zation 
5. Professionalism  
6. Placement 
7. Professional identity  
8. Role model 
 
Limited for English language and 1995-2017.  Review articles only included.  
Duplications from Pubmed/Embase excluded. 
Search term Number of 
articles found 
Number of 
articles of use 
Comments 
1 7,444   
2 2, 240   
1 AND 2 9 2  Excluded papers 
focused on 
specific settings 
e.g. community 
pharmacy, 
substance misuse. 
1 AND 4 12 1 Excluded papers 
focus on the 
technical 
professionalisation 
of pharmacy 
1 AND 5 54 2 Excluded papers 
included specific 
scenarios (e.g. the 
morning after pill) 
or countries e.g. 
France. 
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1 AND 6 25 1 Excluded papers 
were those that 
were specific to a 
a country e.g. 
India, Slovenia, or 
the placement of 
medical devices. 
1 AND 7 5 0 As above 
1 AND  8 6 1 As above 
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CINAHL 
 
Terms used 
1. Pharmacy  
2. Socialisation  
3. Student 
4. Professionalis/zation  
5. Professionalism 
6. Placement 
7. Professional identity  
8. Nursing student 
 
All limited for English language and 1995-2017. Letters and papers previously 
identified (duplicates) were excluded.   
 
Search  Number of 
articles found 
Number of articles 
of use 
Comments 
1 23064 -  
2 3710 -  
1 AND 2 7 0 Excluded papers focused on 
duplications, interprofessional 
learning and specific scenarios 
e.g. heavy drinking amongst 
French students. 
1 AND 4 3 0 Excluded papers focus on the 
technical professionalisation of 
pharmacy 
1 AND 5 58 9 Excluded papers were 
duplications, or focused on a  
specific scenario (e.g. 
emergency hormonal 
contraception), social media, or 
country (e.g. Finland) 
1 AND 6 106 7 Excluded papers were 
duplications, or focused on a 
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specific scenario (e.g. rural 
placements) and placement of 
medical devices (e.g. stents or 
tubes). 
1 AND 7 1 0 Paper focused on ethnicity in 
Danish community pharmacy. 
8 AND 5 74 14 A focused approach was taken 
to identify the most relevant 
articles to this study. Excluded 
papers included specific nursing 
scenarios e.g. intensive care 
nursing, and countries e.g. Iran, 
China , Korea.  
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Appendix 3 – Information sheet for potential participants 
 
What do third year pharmacy students undertaking an early 
pre-registration training period learn about being a 
professional? 
 
This project aims to develop an understanding of what students learn about 
being a professional on the early pre-registration training period (PRTP).  This 
will be done by talking to 4th year sandwich students who have just completed 
their first PRTP.   
 
Students will be asked to discuss their feelings about their pre-registration 
training period in a one-to-one interview.   
 
The researcher:   Gemma Bracey*, Senior Lecturer in Pharmacy Practice, The 
University of Bradford  
 
Sponsoring 
Institution 
The University of Bradford 
Ethics Approval This project has been approved by the University of 
Bradford Ethics Committee (E.244) 
Purpose of the 
research 
To understand the lived experiences of MPharm sandwich 
students during the early pre-registration training period 
Why should you 
bother? 
By helping us to explore what students learn about being a 
professional during the early pre-registration training period 
you will:  
- have the opportunity to discuss the subject and have 
your views documented  
- have the opportunity to consider whether your pre-
registration training period has developed you as a 
professional  
- help us to determine what changes may need to be 
made to improve the pre-registration training period  
- receive a copy of a brief report explaining the findings 
of the study 
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What would you 
need to do? 
Attend one, 1 hour interview at the University.  
You may be invited to attend an optional second interview if 
some clarification of your thoughts and ideas are needed.   
You may also be invited to attend an optional 1 hour focus 
group to discuss whether you agree with the themes that 
emerge. 
All interviews and focus groups will be recorded and 
transcribed. 
What are the 
risks to you? 
The interviews will discuss your feelings about your pre-
registration training period, which may cause some distress 
if this is an area of particular uncertainty for you.  If this 
occurs you will be helped to find an appropriate method of 
support. 
Confidentiality Any comments you make will be kept anonymous.   
The interviews will be recorded using audio recording. All 
recordings and transcriptions will be kept on password 
protected files, and any paperwork will be kept in a locked 
filing cabinet. All data will be destroyed once the final report 
has been written. 
Your course leaders will only be given access to data in an 
anonymised form when data analysis is complete. 
What if I change 
my mind? 
As a participant in the study you would be free to withdraw 
at any time and have your contributions deleted from the 
record.  This can be done by contacting Gemma Bracey 
using the details below. 
  
If you would like to take part or require any further information, please contact 
me, Gemma Bracey by email (g.bracey@bradford.ac.uk) or telephone (01274) 
233497 
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Appendix 4 - Informed consent form: 
 
Confirmation of Informed Consent 
 
I............................................................(participant name) have read and 
understood the above information and agree to participate in the study “What 
do third year pharmacy students undertaking an early pre-registration training 
period learn about being a professional?” 
 
I agree to the interviews I take part in being recorded and transcribed, and 
understand that this information will be kept in password protected files or a 
locked filing cabinet.   Data will be destroyed after it has been analysed and the 
project written up. 
 
I am aware that I can contact Gemma Bracey at any time should I require 
further information and that I can withdraw from the study at any time I choose 
and have my data immediately deleted. 
 
 
Signed.......................................................... 
 
Date.................................................................. 
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Appendix 5 - Interview guide: 
 
What do third year pharmacy students undertaking an early pre-
registration training period learn about being a professional? 
 Ensure the participant is comfortable and has adequate refreshments 
(tea, coffee and soft drinks will be available) 
 
 Explain that discussions will be recorded (audio) and that the participant 
may withdraw at any point. 
 
 Discuss confidentiality.  Any data collected will be anonymised.  This also 
means anything they say will have absolutely no effect on their degree 
and that they should feel free to be completely honest. 
 
 Explain that participants can also refuse to answer any individual 
questions if they so choose.   
 
 Explain that participants are free to withdraw at any time and have their 
contributions deleted from the record.   
 
 Ask the participant whether they would like to receive a copy of a brief 
report explaining the findings of the study 
 
Questions to be addressed at the interview 
 
 What work experience did you have in pharmacy before undertaking your 
placement? 
 
 In what setting did you undertake your pre-registration training period? 
 
 Can you tell me what you think you have you learned from your 
placement about ‘being a professional’? 
a. Floating prompts can be used if appropriate. These may include; 
silence, attentive lean, affirmative noise, echo prompt, reflective 
summary and recapitulation 
b. Probes may include: 
i. Clarification e.g. I don’t quite understand that 
ii. Showing appreciation and understanding e.g. how did you 
cope with that?  I don’t see that you had any choice. 
iii. Justification e.g. what makes you say that? 
iv. Relevance e.g I don’t see how those two things join up 
v. Giving an example 
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vi. Extending the narrative e.g tell me a bit more about that 
meeting 
vii. Accuracy e.g.let me see if I’ve got things in the right order 
c. Open ended questions that may be used 
Initial questions 
i. Tell me about what happened 
ii. Who if anyone influenced your actions? Tell me about how 
they influenced you. 
iii. Could you describe the events that led up to______? 
iv. How would you describe how you viewed ______before 
that happened? 
v. How would you describe the person you were then? 
Intermediate questions 
vi. Tell me about  your thoughts and feelings when you 
learned about_________ 
vii. What happened next? 
viii. Tell me about how you learned to handle ______ 
(e.g.complaints) 
ix. What positive changes have occurred in your life  
since_____? 
x. What negative changes have occurred in your life since 
_____? 
xi. Tell me about how you would describe the person you are 
now. What most contributed to this change? 
xii. As you look back on your placement are there any events 
that stand out? How did you respond? 
xiii. Could you describe the most important lessons you learnt 
on your placement? 
xiv. Who has been most helpful to you during this time? 
Ending questions 
xv. Have you grown as a person because of your placement? 
xvi. After having these experiences what would you say to 
someone who is just about to go on placement?  
xvii. Is there anything you might not have thought about before 
that occurred to you in this interview? 
xviii. Is there anything else you think I should know/understand 
better? 
xix. Is there anything you would like to ask me? 
 
 I am particularly interested in the subject of ‘professionalism’ in students.  
Can you tell me what you understand by the term ‘professionalism’? 
Thank you for your input, it has been very valuable.  
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Appendix 6 – Summary of participants 
 
Participant 
number 
Gender 
Date of interview Setting of pre-registration 
training placement 
1 Female  11/10/12 Hospital 
2 Female  22/10/12 Hospital 
3 Female 4/2/13 Community 
4 Female 7/3/13 Community 
5 Female 29/4/13 Community 
6 Female 8/5/13 Community 
Maternity leave 
7 Female 9/3/14 Hospital 
8 Male 24/3/14 Hospital 
9 Male 17/7/14 Community 
10 Male 19/5/15 Hospital 
11 Female 21/5/2015 Community 
12 Female 14/10/15 Community 
13 Female 22/10/15 Community 
14 Female 26/10/2015 Community 
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Appendix 7 - Ethical approval 
 
From:                            
Sent: 22 August 2012 13:01 
To: 'G BRACEY' 
Cc:  
Subject: Ethics Application E.244 
  
Hi Gemma 
  
Ethics Application E.244 
Title:  What do third year pharmacy students undertaking an 
early pre-registration training period learn about being a 
professional? 
  
Your ethics application has now been reviewed by two 
members of the Biomedical, Natural and Physical Sciences 
Research Ethics Panel, their reviews are attached.  As you 
can see both reviewers have recommended approval by the 
Chair. 
  
I can therefore confirm that Dr Martin Brinkworth, Chair of 
the Biomedical, Natural and Physical Sciences Research 
Ethics Panel is happy to take Chair’s action to 
ethically  approve the study on behalf of the Research 
Ethics Panel. 
  
Please add a sentence to any information given out to 
participants to the effect that ethics approval for this study 
was given by the Biomedical, Natural and Physical 
Sciences Research Ethics Panel at the University of 
Bradford on 22nd August 2012. 
  
With best wishes 
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Appendix 8 – Example of coding process 
 
Transcription  
(participant #4) 
Initial code Focused code Theoretical 
code 
I think I would, I agree that 
yes it is better for everyone 
involved if you collect 
before 5 but I would try and 
remind 
Contract with 
the patient 
Patients are 
your first 
priority 
Patients as 
people 
them that.  I would never 
refuse, refuse someone. 
The kind of 
pharmacist I 
don’t want to 
be 
The kind of 
pharmacist I 
don’t want to 
be 
Developing a 
professional 
identity 
Learning 
from role 
model (-ve) 
Learning from 
role models 
Learning from 
role models 
You’re not making, you’re 
not making the patient your 
first concern  
 
Not doing 
your duty as 
a pharmacist 
Responsibility 
of the role 
Realising the 
reality of the 
profession 
Patients are 
your first 
priority 
Patients are 
your first 
priority 
Patients as 
people 
because you’re refusing that 
supply  
 
Refusal of 
supply 
  
so that you can go home 
early 
The kind of 
pharmacist I 
don’t want to 
be 
The kind of 
pharmacist I 
don’t want to 
be 
Developing a 
professional 
identity 
Doing your 
duty 
Doing your 
duty 
Responsibility 
of the role 
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Appendix 9 – Example of the use of mindmaps: Developing a 
professional identity 
 
  
 251 
Appendix 10 – Example of use of the paradigm model: The kind 
of pharmacist I want to be/developing a professional identity 
 
 
  
 252 
Appendix 11 – Example of a memo that resulted in a change to 
the interview guide to enable theoretical sampling 
 
ID008; The kind of pharmacist I want to be (after interview with participant 
#3) 
 
(This code, and the kind of pharmacist I don’t want to be later went on to 
become developing a professional identity) 
 
This memo aims to consider how placements have helped the students to think 
about the type of pharmacist they want to be. It appears that this has been a 
major consequence of placement, and I think it will turn out to be a significant 
category, alongside its sister category the kind of pharmacist I don’t want to be. 
 
Participant #1 stated that she did not realise there would be a spectrum of 
pharmacists and that seeing examples of pharmacists she considers to be 
extremely professional and those she thinks are less professional has made it 
clear to her what sort of pharmacist she wants to be.  This has really made her 
think deeply about the kind of pharmacist she wants to be.  She feels that when 
choosing to be pharmacist you are dedicating your life to patients and that it is 
important to go the extra mile.  She has seen how it should be done (as well as 
how it shouldn’t be done).  
  
Participant #2 also talks about an experience where she has worked with a 
locum who fell below the standards she expected for clinical knowledge.  She 
says explicitly that this is not how she wants to be and she feels it’s important to 
ensure her clinical knowledge is good enough now. She also refers to 
unprofessional behaviour and whether that is how she wants to be (within 
participant #2’s interview there are interesting contrasts here; she contradicts 
herself several times – see role model (-ve)). 
 
Participant #3 sees the way her pharmacist does not come out and talk to 
patients and explicitly states that she reflected on what she saw and used this 
to make decisions about how she wants to be when qualified. 
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The data is indicating that participants are consciously looking at the people 
they are working with and making judgements about whether they consider 
them to be professional or not.  If they are ‘professional’, participants want to be 
like that (hence the code the kind of pharmacist I want to be) and if they are 
‘unprofessional’ then they become the kind of pharmacist I don’t want to be.  
So, they are consciously picking the characteristics that they want (or don’t 
want) to emulate. Is this different from professional socialisation? It feels like 
more than that. 
  
I need to explore this in much more detail, for example how are participants 
deciding that a particular behaviour is professional or unprofessional? There is 
definitely some kind of internal selection process going on, and they are using 
their role models to see the various different aspects of professionalism. I think 
the selection aspect is important; it appears to be happening either consciously 
or unconsciously depending on the participant.  Perhaps this is a property of 
both the kind of pharmacist I want to be and the kind of pharmacist I don’t want 
to be? This certainly needs exploring in future interviews. 
 
Participants are also thinking in quite some depth about the kind of pharmacist I 
do/don’t want to be, again, some explicitly (even using the term “reflection”) and 
others less so.  They are considering how they perceive these 
professional/unprofessional pharmacists, but also how patients and their 
colleagues perceive and respond to them. I’m not sure that “reflection” is the 
right term here – I need to be sure that I am not influencing the data in this 
respect.  This aspect needs to be explored more in future interviews, as I 
currently think that is an important aspect of what is going on whilst on 
placement. 
 
Aspects to include in interview guide: 
 What is the process that is going on? Professional socialisation, or 
something deeper? 
 Are participants consciously selecting aspects of their role models to 
emulate? If not, are they doing it unconsciously? 
 Are participants reflecting on what they are seeing? Again, is this 
conscious?  
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Initial codes that link with this memo: 
 Knowing how to help 
 Our duty as a pharmacist 
 Trusted as a professional 
 Not just a job 
 Going the extra mile 
 Spectrum of pharmacists 
 Dedicating your life 
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Appendix 12 - Example of a memo written immediately after 
interviewing a participant which demonstrates reflexivity 
 
This was a really interesting interview and went quite a long way towards 
confirming many of my ideas, particularly relating to selection of attributes and 
reflection.  I very much got the impression that this placement was below the 
standard we would expect/hope for from a pre-reg placement, certainly from the 
participant’s point of view.  I had to be careful here as my instinct as an 
academic was to focus in on the quality of the placement, rather than what the 
participant learned from it. I will need to be alert for any leading statements I 
may have made when analysing the transcription. 
 
#13 starts by saying that she worked with 4 different pharmacists.  This set her 
aside from the other pre-regs she was working with because they worked 
mainly the same shift and so with the same pharmacist all the time.  #13 found 
it difficult to define professional and unprofessional behaviour because she had 
seen a combination of both in people i.e. one pharmacist was very 
knowledgeable and helpful in one area [professional] but always turned up late 
[unprofessional].  
 
Her main view on professionalism is that it is imperative to be self-aware - if 
people are pointing out your weaknesses or you are consistently failing you 
should do something about it.  This may involve learning more or changing your 
behaviour.  She was explicit and clear about this; I don’t think it was as a result 
of my status as a lecturer. 
 
#13’s official tutor appears to have been completely ineffective and in the end 
another pharmacist ended up meeting with her to discuss what competencies 
should be signed off.   Again, I had to try very hard not to be judgmental here! 
 
She was given quite a lot of responsibility on placement.  In one way this was a 
good thing because she learned a lot of practical skills and knowledge, but in 
another way it was bad - she was doing things that she now knows she wasn’t 
meant to be doing as a pre-reg (and her work wasn’t always checked).   
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She is very clear that she has been able to see positive and negative role 
models and has used this to help her to decide how she wants to be as a 
pharmacist.  She has made a personal decision about what constitutes 
professional/unprofessional behaviour and seeing it in practice has helped 
confirm this (selection).  She is clear that she will not blindly follow her role 
models - just because she has seen unprofessional behaviour, she will not copy 
it, she decides that this is not how she wants to be (selection).  In turn she has 
seen ‘professional behaviour’ and this has helped her to see how she might 
improve, for example, when it comes to communication with patients.   #13 
echoed some statements others made about reflection and selecting attributes 
and I explored these in some detail whilst being mindful to minimise the 
influence of my personal views. 
 
#13 talks about an error she made that made her change her personal 
procedures (reflection).  She implies that the impact this had on the patient 
(having to come back to the pharmacy) made her see things in a different way 
and take more care over her dispensing.  She knew it was the pharmacist’s 
responsibility to check the quantity, but felt personal responsibility for the 
mistake.  This ties in with the focused code patients as people.   
 
#13 has since worked at a chain of pharmacies where policies and procedures 
are much stricter and this is how she has realised that she might have been 
doing things on pre-reg that she technically should not have been doing.  We 
had a discussion about the possibility of being unprofessional due to ignorance 
i.e. the training has been inadequate and so you don’t know the rights and 
wrongs; however she is clear that it is ultimately her responsibility to find out 
what the law/rules say she should be doing.  Despite having an apparently 
relatively poor pre-reg placement, #13 does not say anything about the 
standard of the placement and does not seem to harbor any regret/ill feelings 
about some of the practices she saw.  
 
Feedback - #13 says she did not get any feedback without asking for it; the 
main focus of the pharmacy was business and profit, not the learning of the pre-
regs.  None of the staff were properly trained, as a pre-reg she was the most 
senior person there.  Most of the staff were volunteers wanting to get   
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experience in pharmacy and were younger than her [I know from experience 
that pharmacies usually have one or two technicians/assistants that have 
worked there for many years], so there were no procedures, written or 
anecdotal, for how things should be done, therefore everything was 
haphazard.  One exception to the lack of feedback was when she had made 
several mistakes.  She had to meet with one of the pharmacists.  She explained 
that the dispensary was not well organised and that had large amounts of stock; 
this made it difficult to find the correct item. She suggested reducing the amount 
of stock ordered, which the pharmacy implemented.  She says that she felt like 
a failure during the meeting, but that once she had implemented the changes 
she felt much better. 
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Appendix 13 – A reflection on the coding process (9th 
November 2012) 
 
I have used the Atkins and Murphy model (Atkins and Murphy, 1994) to 
structure this reflection. I have used several different models of reflection whilst 
completing both Stage 1 (taught) and Stage 2 (research) of the DPharm. This is 
personal reflection, and therefore is not referenced in the same way as an 
academic refection would be. 
 
Action/new experience 
I spent the day working with Nvivo, trying to code (initla coding) the transcript of 
the second interview, which I found really tough going.  
 
Describe the situation 
Whilst coding I struggled to remember all the initial codes I had already used 
(there were more than 50) so ended up with several similar codes.  I also 
became unsure that I was being consistent with my coding as several lines 
were coded with more than one initial code.  This also gave rise to a concern 
that I was using codes that I thought were there, but that may have been a 
product of my preconceptions ; I was not sure that the codes were really 
grounded in the data. 
 
Analyse relevant feelings and knowledge  
I became very frustrated with the situation; I was worried that if I can‘t be 
organised from the beginning, how will I cope when I am ten interviews in? I 
also felt overwhelmed by the amount of data I had produced, there was so 
much, I couldn’t imagine ever being able to organise it into something coherent. 
 
I also realised that coding is a creative task and can’t be done well in ‘bits and 
bobs’ – I need to sit down and concentrate for several hours to get it done, or I 
will continually forget which codes I am using.  I felt quite dejected and was not 
sure I was following the process correctly. 
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Evaluate relevance of knowledge 
I referred back to the texts on data analysis and grounded theory. This really 
helped me to see that the way I was coding was correct. The texts all say that  
whilst this is a very creative stage it is also very difficult; the feeling of being 
overwhelmed appears to be normal and is probably necessary.  It is the reason  
to go back to the data and double-check that all the codes really are grounded 
in the data I have collected. 
 
The feelings of panic subsided once I realised it is normal to find this bit hard. 
 
Finally, I found a text that recommended not trying to start coding with Nvivo as 
it requires the learning of two new processes, coding and Nvivo.  I agree with 
this and will begin coding with MS Word and Excel to see how this progresses. 
 
Identify learning 
Coding is not a very easy thing to do (even though it may seem as though it 
should be). However, these difficulties are a normal part of the process. 
It is very difficult to learn to code at the same time as learning to use Nvivo 
 
I will begin by coding on the MS Word transcript document, using review 
comments, and keep this on a spreadsheet in MS Excel. Once I am confident 
with the coding process I can review whether this is sufficient or whether I need 
to learn to use Nvivo. 
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Appendix 14 -  Style conventions 
 
Throughout the thesis I have used the following conventions: 
 Quotes from participants are in italics. 
 Quotes (from the interviewer) are in italics and bold. 
 Participants have been anonymised and referred to as #1, #2 etc. at the 
end of each quote. 
 Page numbers from the transcription documents are also given, for 
example “p21”. 
 “…” in participants’ quotes indicates a pause. 
 “[…]” in participants’ quotes indicates that words have been omitted. I 
have done this where the additional words detract from what the 
participant is saying. 
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Appendix 15 – Example of developing a professional identity 
within an interview 
 
Respondent:  I think some, what I noticed quite a lot about the locums, is that 
they weren’t as involved in the processes that went on.  For example say if 
there was a conflict between the patient and staff 
 
Interviewer:  Hum 
 
Respondent:  The regular pharmacist would be straight over there and sorting it 
out, helping and erm putting things straight but the locums never did that.  They 
would sometimes let the staff struggle on. 
 
Interviewer:  Right.  What did that make you think about the locums? 
 
Respondent:  Well one of the times that happened to me one of the times and I 
actually was in tears after that, after the patient conflict 
 
Interviewer:  Right 
 
Respondent:  And I thought that it didn’t, it didn’t even necessarily have to be 
the locum but it could have been any of the other staff but I was just upset that I 
needed support and no-one noticed. 
 
Interviewer:  No one gave it you? 
 
Respondent:  Yes 
 
Interviewer:  Hum that’s a good point.  So do you think that’s about 
professionalism?  You think your normal pharmacist would have stepped in by 
the sound of it? 
 
Respondent:  Yes, yes.  Erm yes I think that is, because the pharmacist is 
especially in Community setting, the Pharmacist is the one who’s in control of 
the dispensary and is usually the Manager. 
Selection of 
attributes 
Reflection 
attributes 
Reflection 
attributes 
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Interviewer:  Yes 
 
Respondent:  So, I think yes that is a professional issue and obviously erm a 
patient complained and in Pharmacy it needs to be sorted out with, like keeping 
the patient happy so the customers always right, etc so. 
 
Interviewer:  Yes so do you think in that situation, would you say that your 
regular pharmacist in that case you would say is more professional than the 
locum was in that scenario? 
 
[pause – 2 seconds] 
 
Interviewer:  If you were the pharmacist what do you think, what would you do? 
 
Respondent:  I think I would have stepped in, yes. 
 
Interviewer:  Right 
 
Respondent:  Because I think at that time, the way I felt in that situation it would 
make me think that whenever another, any of my staff or anyone I work with is 
in that situation that I would step in and I think it also happened like a few 
weeks later when I was working on a Saturday morning a patient came in 
complaining and there was only the Saturday girl there  
 
Interviewer:  Right 
 
Respondent:  So I stepped in then and I explained and I think because I 
stepped in straightaway and I explained and the patient calmed down and kind 
of started to realise that I, yes I understand now so, so I think yes. 
  
Reflection 
attributes 
Professional 
socialisation 
attribut s 
Perception 
of role 
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Appendix 16 – Appraisal of DPharm thesis using a qualitative 
research evaluation framework (Spencer et al., 2003) 
 
a) Appraisal 
questions  
 
b) Quality indicators 
(possible features for 
consideration) 
c) Notes on study being 
appraised 
How credible 
are the 
findings? 
 
Findings/conclusions are 
supported by data/study 
evidence (i.e. the reader can 
see how the researcher 
arrived at his/her 
conclusions; the ‘building 
blocks’ of analysis and 
interpretation are evident) 
Findings/conclusions ‘make 
sense’/have a coherent logic 
Findings/conclusions are 
resonant with other 
knowledge and experience 
(this might include peer or 
member review) Use of 
corroborating evidence to 
support or refine findings 
(i.e. other data sources have 
been used to examine 
phenomena; other research 
evidence has been 
evaluated: see also Q14) 
 
Interview data is presented to 
support each category of the 
grounded theory developed.  All 
interviewees are represented within 
Chapters 8 and 9. 
Examples of coding, memos and 
reflections are included to illustrate 
how categories were developed 
(Appendices 8-13) 
The theory developed ‘makes 
sense’ and literature relating to the 
theory has been explored and 
appraised. 
 
Triangulation and member-checking 
was not undertaken due to 
limitations on students’ time and 
difficulties in contacting students 
once they have graduated. 
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How has 
knowledge/ 
understanding 
been extended 
by the 
research? 
 
Literature review (where 
appropriate) summarising 
knowledge to date/key 
issues raised by previous 
research  
Aims and design of study 
set in the context of existing 
knowledge/ understanding; 
identifies new areas for 
investigation (for example, 
in relation to 
policy/practice/substantive 
theory) Credible/clear 
discussion of how findings 
have contributed to 
knowledge and 
understanding (e.g. of the 
policy, programme or theory 
being reviewed); might be 
applied to new policy 
developments, practice or 
theory Findings presented 
or conceptualised in a way 
that offers new 
insights/alternative ways of 
thinking Discussion of 
limitations of evidence and 
what remains 
unknown/unclear or what 
further information/research 
is needed 
 
An initial literature review was 
undertaken and the final theory has 
been discussed in context of other 
literature in the area. 
 
A gap in the literature is established 
and the aim of the study is clear. 
The theory presented is original, 
grounded in data, and represents a 
perspective about professional 
training in pharmacists. I have 
considered the potential impact of 
the theory, and opportunities for 
further research, 
 
Section on limitations and strengths 
of the study included. 
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How well does 
the evaluation 
address its 
original aims 
and purpose? 
 
Clear statement of study 
aims and objectives; 
reasons for any changes in 
objectives Findings clearly 
linked to the purposes of the 
study – and to the initiative 
or policy being studied 
Summary or conclusions 
directed towards aims of 
study Discussion of 
limitations of study in 
meeting aims (e.g. are there 
limitations because of 
restricted access to study 
settings or participants, 
gaps in the sample 
coverage, missed or 
unresolved areas of 
questioning; incomplete 
analysis; time constraints?) 
 
There is a clear purpose statement, 
central research question and 
research sub-questions. 
These questions are broad as 
necessitated by the methodology 
used (constructive grounded 
theory). 
 
Conclusions consider whether the 
initial purpose of the study has been 
met. 
 
Difficulties and constraints have 
been discussed throughout the 
study 
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Scope for 
drawing wider 
inference – how 
well is this 
explained? 
 
Discussion of what can be 
generalised to wider 
population from which 
sample is drawn/case 
selection has been made 
Detailed description of the 
contexts in which the study 
was conducted to allow 
applicability to other 
settings/contextual 
generalities to be assessed 
Discussion of how 
hypotheses/ 
propositions/findings may 
relate to wider theory; 
consideration of rival 
explanations Evidence 
supplied to support claims 
for wider inference (either 
from study or from 
corroborating sources) 
Discussion of limitations on 
drawing wider inference 
(e.g. re-examination of 
sample and any missing 
constituencies: analysis of 
restrictions of study setting 
 
This is a grounded theory study and 
so by definition, is not generalisable 
(this is discussed).  This is explicitly 
acknowledged, however, 
consideration has been given to the 
potential implications of the study, 
for regulators, educators and 
students.  
 
The context of the study is 
described in detail, and the theory is 
discussed in terms of relevant 
literature. 
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How clear is the 
basis of 
evaluative 
appraisal? 
 
Discussion of how 
assessments of 
effectiveness/evaluative 
judgements have 
been reached (i.e. whose 
judgements 
are they and on what basis 
have they 
been reached?) 
Description of any 
formalised appraisal 
criteria used, when 
generated and how 
and by whom they have 
been applied 
Discussion of the nature and 
source of any 
divergence in evaluative 
appraisals 
Discussion of any 
unintended 
consequences of 
intervention, 
their impact and why they 
arose 
A constructive approach has been 
taken in this study and therefore my 
views have been made explicit and 
consideration has been given to 
how these may have influenced the 
data collection and interpretation 
(Appendices 8-13) 
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How defensible 
is the research 
design? 
 
Discussion of how overall 
research strategy was 
designed to meet aims of 
study Discussion of 
rationale for study design 
Convincing argument for 
different features of 
research design (e.g. 
reasons given for different 
components or stages of 
research; purpose of 
particular methods or data 
sources, multiple methods, 
time frames etc.) Use of 
different features of 
design/data sources evident 
in findings presented 
Discussion of limitations of 
research design and their 
implications for the study 
evidence 
 
Clear description of underlying 
philosophy and design of the study, 
with convincing arguments for 
decisions made (e.g the occasional 
use of aspects of Straussian and 
Glaserian grounded theory of 
methods as analytical tools).   
 
Justification for constructivist 
grounded theory approach has been 
given. 
 
Inherent limitations of grounded 
theory studies are acknowledged in 
section 10.9. 
How well 
defended is 
the sample 
design/ 
target selection 
of 
cases/document
s? 
How well defended is 
the sample design/ 
target selection of 
cases/documents? 
I have explained why the sample 
was chosen and why it was 
necessary to undertake the study at 
UoB. 
 
It is likely that volunteer bias was 
present. 
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Sample 
composition/cas
e inclusion – 
how well is the 
eventual 
coverage 
described? 
 
Detailed profile of achieved 
sample/case coverage 
Maximising inclusion (e.g. 
language matching or 
translation; specialised 
recruitment; organised 
transport for group 
attendance) Discussion of 
any missing coverage in 
achieved samples/cases 
and implications for study 
evidence (e.g. through 
comparison of target and 
achieved samples, 
comparison with population 
etc.) Documentation of 
reasons for non-participation 
among sample 
approached/non-inclusion of 
selected cases/documents 
Discussion of access and 
methods of approach and 
how these might have 
affected 
participation/coverage 
 
The characteristics of participants 
are summarised in Appendix 6. 
 
Limited access to ‘unprofessional’ 
students and the implications is 
discussed. 
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How well was 
the data 
collection 
carried out? 
 
Discussion of: • who 
conducted data collection • 
procedures/documents used 
for collection/recording • 
checks on 
origin/status/authorship of 
documents Audio or video 
recording of 
interviews/discussions/conv
ersations (if not recorded, 
were justifiable reasons 
given?) Description of 
conventions for taking 
fieldnotes (e.g. to identify 
what form of observations 
were required/to distinguish 
description from researcher 
commentary/analysis) 
Discussion of how fieldwork 
methods or settings may 
have influenced data 
collected Demonstration, 
through portrayal and use of 
data, that depth, detail and 
richness were achieved in 
collection 
 
Clear documentation of how the 
data was collected; who undertook 
the interviews and analysis.   
 
Transcription was undertaken by a 
professional transcriber. 
 
Data presented in appendices (8-
13) to demonstrated that richness of 
data was achieved.   
 
All participants included in Chapters 
8 and 9. 
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How well has 
the approach to, 
and formulation 
of, the analysis 
been conveyed? 
 
Description of form of 
original data 
(e.g. use of verbatim 
transcripts, observation 
or interview notes, 
documents, etc.) 
Clear rationale for choice of 
data 
management 
method/tool/package 
Evidence of how descriptive 
analytic 
categories, classes, labels 
etc. have 
been generated and used 
(i.e. either 
through explicit discussion 
or portrayal 
in the commentary) 
Discussion, with examples, 
of how any 
constructed analytic 
concepts/typologies 
etc. have been devised and 
applied 
Clear description of how data 
analysis was undertaken (Chapter 
6) with examples in Appendices 8-
13. 
 
Explicit statement re: use of MS 
Word and Excel. 
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Contexts of data 
sources – how 
well are they 
retained and 
portrayed? 
 
Description of background 
or historical 
developments and 
social/organisational 
characteristics of study sites 
or settings 
Participants’ 
perspectives/observations 
placed in personal context 
(e.g. use of 
case 
studies/vignettes/individual 
profiles, 
textual extracts annotated 
with details 
of contributors) 
Explanation of 
origins/history of 
written documents 
Use of data management 
methods that 
preserve context (i.e. 
facilitate within case 
description and analysis) 
The characteristics of participants 
are summarised in Appendix 6. 
 
Background to study explained in 
Chapter 1, alongside justification for 
choice of site (entire UK population 
at UoB) 
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How well has 
diversity of 
perspective and 
content been 
explored? 
 
Discussion of contribution of 
sample design/ case 
selection in generating 
diversity Description and 
illumination of 
diversity/multiple 
perspectives/alternative 
positions in the evidence 
displayed Evidence of 
attention to negative cases, 
outliers or exceptions 
Typologies/models of 
variation derived and 
discussed Examination of 
origins/influences on 
opposing or differing 
positions Identification of 
patterns of 
association/linkages with 
divergent positions/groups 
 
The characteristics of participants 
are summarised in Appendix 6. 
  
Constant comparative analysis was 
utilised and evidence of conflicting 
data both between and within 
participants’ interviews are 
presented. 
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How well has 
detail, depth 
and complexity 
(i.e. richness) of 
the data been 
conveyed? 
 
Use and exploration of 
contributors’ 
terms, concepts and 
meanings 
Unpacking and portrayal of 
nuance/subtlety/intricacy 
within data 
Discussion of explicit and 
implicit 
explanations 
Detection of underlying 
factors/influences 
Identification and discussion 
of patterns 
of association/conceptual 
linkages 
within data 
Presentation of illuminating 
textual 
extracts/observations 
Data presented in appendices (8-
13) to demonstrated that richness of 
data and reflexivity was achieved.   
 
All participants included in Chapters 
8 and 9, with rich data from 
interviews presented. 
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How clear are 
the 
links between 
data, 
interpretation 
and 
conclusions – 
i.e. how 
well can the 
route to 
any conclusions 
be seen? 
Clear conceptual links 
between analytic 
commentary and 
presentations of original 
data (i.e. commentary and 
cited data relate; there is an 
analytic context to cited 
data, not simply repeated 
description) Discussion of 
how/why particular 
interpretation/significance is 
assigned to specific aspects 
of data – with illustrative 
extracts of original data 
Discussion of how 
explanations/ 
theories/conclusions were 
derived – and how they 
relate to interpretations and 
content of original data (i.e. 
how warranted); whether 
alternative explanations 
explored Display of negative 
cases and how they lie 
outside main 
proposition/theory/ 
hypothesis etc.; or how 
proposition etc. revised to 
include them 
 
Links from data to conclusions are 
presented in Chapters 8 and 9.  
 
Appendices 8-10 demonstrate the 
development of categories explicitly. 
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How clear and 
coherent is the 
reporting? 
 
Demonstrates link to aims of 
study/research questions 
Provides a narrative/story or 
clearly constructed thematic 
account Has structure and 
signposting that usefully 
guide reader through the 
commentary Provides 
accessible information for 
intended target audience(s) 
Key messages highlighted 
or summarised 
 
I have used first person and 
explained the reasons for my 
conclusions,, referring to the 
appropriate evidence when doing 
so. 
 
I have signposted the relevant 
figures, tables and sections clearly 
throughout the thesis, and used 
appropriate language. 
 
The thesis is structured to guide the 
reader in understanding the 
rationale and evidence underlying 
the conclusions I have made. 
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How clear are the 
assumptions/theo
retical 
perspectives/valu
es that have 
shaped the form 
and output of the 
evaluation? 
 
Discussion/evidence of the 
main assumptions/ 
hypotheses/theoretical ideas 
on which the evaluation was 
based and how these affected 
the form, coverage or output of 
the evaluation (the assumption 
here is that no research is 
undertaken without some 
underlying assumptions or 
theoretical ideas) 
Discussion/evidence of the 
ideological 
perspectives/values/philosophi
es of research team and their 
impact on the methodological 
or substantive content of the 
evaluation (again, may not be 
explicitly stated) Evidence of 
openness to new/alternative 
ways of viewing 
subject/theories/ assumptions 
(e.g. discussion of 
learning/concepts/ 
constructions that have 
emerged from the data; 
refinement restatement of 
hypotheses/theories in light of 
emergent findings; evidence 
that alternative claims have 
been examined) Discussion of 
how error or bias may have 
arisen in design/data 
collection/analysis and how 
addressed, if at all Reflections 
on the impact of the 
researcher on the research 
process 
I have made my philosophy and  
assumptions explicit (Chapters 1, 5 
and 7). 
 
I have included reflections on the 
possible influence of myself as the 
researcher (Appendices 12,13 and 
17). 
 
I have given examples of how 
categories developed e.g. the kind of 
pharmacist I want to be and the kind of 
pharmacist I don’t want to be merged to 
become the final category developing a 
professional identity. 
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What evidence 
is there of 
attention to 
ethical issues? 
 
Evidence of 
thoughtfulness/sensitivity 
about research contexts and 
participants 
Documentation of how 
research was 
presented in study 
settings/to participants 
(including, where relevant, 
any possible 
consequences of taking 
part) 
Documentation of consent 
procedures 
and information provided to 
participants 
Discussion of confidentiality 
of data and 
procedures for protecting 
Discussion of how 
anonymity of 
participants/sources was 
protected 
Discussion of any measures 
to offer 
information/advice/services 
etc. at end 
of study (i.e. where 
participation exposed 
the need for these) 
Discussion of potential harm 
or difficulty 
through participation, and 
how avoided 
All information and consent forms 
given to participants is documented 
in Appendices 3 and 4. 
 
Ethical issues are discussed in 
Chapter 6.  This includes the 
storage of data and methods for 
preserving anonymity of data and 
ensuring minimal harm to 
participants (Section 6.3) 
 
I have included reflections on the 
possible influence of myself as the 
researcher (Appendices 12,13 and 
17). 
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How adequately 
has 
the research 
process 
been 
documented? 
Discussion of strengths and 
weaknesses of data sources 
and methods 
Documentation of changes 
made to design and 
reasons; implications for 
study coverage 
Documentation and reasons 
for changes in sample 
coverage/data 
collection/analytic approach; 
implications Reproduction of 
main study documents  
(e.g. letters of approach, 
topic guides, observation 
templates, data 
management frameworks 
etc.)  
 
 
The research process is clearly 
documented in Chapter 6 and all 
documents are included in the 
Appendices. 
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Appendix 17 – A final reflection on the DPharm research 
process 
 
“What you get by achieving your goals is not as important as 
what you become by achieving your goals”  (Ziglar, 2012, p98) 
 
I have used the Atkins and Murphy model (Atkins and Murphy, 1993) to 
structure this reflection. I have used several different models of reflection whilst 
completing both Stage 1 (taught) and Stage 2 (research) of the DPharm. This is 
a personal reflection, and therefore is not referenced to the same extent as an 
academic reflection would be. 
 
Awareness 
Undertaking the research aspect of the DPharm has been an aspect of my 
education that I have found particularly challenging. I previously had no 
experience of undertaking research and therefore every part of the project was 
new and unfamiliar to me.   
 
Description  
Before becoming involved in research I was confident in my personal and 
academic abilities. I was a competent clinical pharmacist with a level of 
expertise in medical specialties, particularly urgent care. I was also a prescriber 
and an experienced lecturer and therefore felt there was no aspect of my role 
that I couldn't manage. I had little desire to undertake research, did not really 
see how I could contribute anything valuable to the vast research agenda and 
could not envisage how it would benefit my practice.   
 
The research process has changed everything. I have found it extremely 
intellectually challenging. Perhaps as a trained scientist I would have found a 
quantitative and/or laboratory based project more intuitive, however I am 
inherently interested in why people do what they do and my interest in sociology 
had been piqued by a module on qualitative research. Therefore I chose to do a 
qualitative research project using constructivist grounded theory; entirely 
different from anything I had previously experienced.   
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I had to read and re-read texts multiple times before they began to make sense 
(even words that I knew the meaning of did not make sense in the context they 
were used in sociology). This meant every task took longer than I had 
predicted and there were certainly times when I feared I was basically not clever 
enough to delve into the data as deeply as was required. Being an extremely 
stubborn (some may say bloody minded!) individual however, I refused to give 
up. Over the course of this project I have got married, had two children and 
moved house, as well as continuing to work full time as a university lecturer. 
whilst my husband was away completing a medical degree.  I have spent much 
of the time working on my thesis feeling lost, confused, guilty (either working too 
much or not enough; often at the same time), sure of imminent failure and 
unsure of the reasons I was doing this. The sheer size of the project was 
daunting and until the last three months, I could see no end in sight.   
 
There have however also been ‘lightbulb’ moments when something clicked, I 
just got it. A great example of this is when after 8 unsuccessful hours of writing 
in the library, I realised the answer in the 10 minutes I spent wading through 
puddles on my way to get the boys from nursery. These moments, along with 
the odd glimmer of understanding that actually I was on to something really 
exciting here, kept me going (along with that stubborn streak).   
 
I feel that the research process has given me a new perspective on everything - 
it has made me consider whether I can justify my actions, in research, my job, 
and life in general.  It has also made me much more likely to question things, 
and take nothing at face value. This evolved throughout the project and enabled 
me to consider how neutral I was able to be when interviewing participants or 
analysing data; this pushed me to ensure that my categories were really 
grounded in data.   
 
I have learnt that I can contribute to the research process as much as anyone 
else can, and that undertaking research gives me credibility when talking to 
both colleagues and students.  Finally, I feel like I have discovered a whole new 
world, and imagine I will spend the rest of my career exploring it.  
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Analyse feelings and knowledge 
My initial self-belief in my ability to complete the research project was based on 
the fact that I have never started a project and failed in my life, and that I have a 
level of intelligence that I felt would enable me to work at doctoral level. Now 
that I have completed the project I can see that this self-belief was well placed, 
however, it may have led me to begin the research project with an inadequate 
understanding of what was actually involved and what the ‘price’ would be.   
 
I did not really consider the amount of time that I would have to sacrifice, 
although, at the beginning of the project I had no dependants and could have 
easily worked late in the evenings at weekends. Although I was aware of the 
term ‘project planning’ I did not take the time to research this in any detail, or to 
consider what the best way to plan my project would be.  I did use Gantt charts 
throughout and found them useful, so I will use this technique again; however, I 
did not make use of any other project planning tools.   
 
I also did not consider the implications of undertaking a project in an unfamiliar 
area.  This meant that I totally underestimated the time it would take to do 
everything and felt pressurised for much of the time I was working.  This led me 
to panic at times, particularly when deadlines were approaching, which was 
counter-productive and resulted me in achieving less.  I needed to spend much 
more time than I had anticipated reading around the topic of ‘theory’ and 
familiarising myself with the language; again, something that I not considered 
when planning.  
 
The lightbulb moments were fantastic.  Times when all the reading and hours of 
thinking and writing came to fruition and I suddenly gained a real insight into 
what was going on.  This often happened when I least expected it and 
demonstrated that I was actually thinking about the project all the time. These 
moments, combined with my pride at seeing the project finally finished have 
given me a great sense of satisfaction and self-belief.  I have certainly seen the 
value in planning in ‘down time’; this was something I needed to do in order to 
see my husband and children, but it has also had value in the breakthroughs in 
thinking that have followed. I have also seen the disadvantages to working 
solidly on a project, which has been my tendency until now.   
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Evaluate the relevance of knowledge 
With hindsight I feel I should have made more effort to research the literature 
around project planning before I began the project, although grounded theory 
methods themselves make it difficult to rigidly plan a project.   In order to do this 
in the future, I will need to do some reading on project planning tools; what they 
are and when each one is appropriate to use.  I have used Gantt charts 
successfully throughout the project, but although I updated them every six 
months I barely referred to them in-between times and certainly did not use 
them as a jobs list.  Better planning would also have enabled me to plan in 
‘down’ time with my family, although in practice, I found that I had to do this as 
my children became unsettled when they did not see me for long periods of 
time.  I have seen the benefits of this, which has been interesting as I have 
previously been unable to focus on anything else when completing large 
projects, and therefore I will ensure that I do this in the future.  
 
I have learnt that, whilst I have maintained my record of completing every 
project I set out to do, it is feasible that without effective planning and a clear 
picture of what I am getting into, I may not do so in future.  It is important to 
learn that I have limits, and there are also limits to what I can expect of my 
family, especially whilst I have two young boys.  
 
Finally, I have learnt the value of ‘doing’ research that is intellectually 
challenging and stimulating. I have effectively learnt a new language and am 
much more comfortable with the world of sociology than I ever thought I would 
be. I am also much more empathetic when colleagues talk of their frustrations 
when lack of time or resources prevents them from doing their research.  
 
As mentioned above, I have learnt to question everything, both my own 
assumptions and others, and I have learnt to do this in a constructive way.    
 
Learning that has occurred. 
 The need for an appropriate emphasis on project planning both before 
and throughout the project.   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 The language of theory is considerably different to that of science.  It 
takes time to learn, understand and write in this new language and this 
shouldn’t be underestimated or rushed.   
 Ensuring that I get ‘down time’ during projects is important, both in terms 
of my own and my family’s wellbeing, but also to allow thoughts to settle 
and for real breakthroughs to occur.   
 ‘Doing’ research is potentially life changing.  It has changed my outlook 
on life, and my career and I now understand why universities consider it 
such an important part of an academic’s role. 
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Appendix 18 – The grounded theory (for reference) 
 
 
 
 
